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ABSTRACT 

An assortment of 38 case studies illustrates efforts 
to integrate elderly individuals with developmental disabilities into 
generic aging services and into community life. The case studies 
include models and practice experiences that aided seniors to retire, 
participate in programs and services, and become part of their 
community's aging network. The first section describes four projects 
which sought to build bridges between the aging network and the 
disability system in New York and California. Efforts that began with 
**top down" or state level planning and development are then 
described, focusing on examples in Delaware, Kentucky, Utah, New 
York, and Rhode Island. Retirement assistance ventures, which pair 
the older person with a developmental disability with a "coach" to 
facilitate preparation for retirement, are discussed, with examples 
from England, Missouri, Mississippi, New York, and Oregon. Case 
studies are then offered of "pull-out" programs in New York, 
Connecticut, and California. These "pull-out" programs are described 
as programs in which two or more groups of people are drawn together 
for a common purpose during a distinct period of time. Senior 
companion ventures in Washington and New York are then described. 
Seven case studies describe efforts to train and otherwise aid older 
persons with developmental disabilities to use the services at their 
local senior centers, in Minnesota, Ohio, Connecticut, Wisconsin, 
Connecticut, New York, and Ohio. Supportive services provided in 
social model site programs are also addressed, with examples from New 
York, Kansas, and California. The final section describes adult day 
health model programs in Massachusetts and New York. (JDD) 
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Foreword 



Since the early 1970s, the fields of gerontology, geriatrics, mental retaidatiOii 
and developmental disabilities have increasingly sought to meet the needs of a 
growing number of older Americans. In 1987, new emphasis was placed on the 
development of such services with the reauthorization of the Older Americans 
Act and the Developmental Disabilities and Bill of Rights Actual access to pro- 
grams and services otherwise available to the nation's elderly citizens. 

These laws have fostered change to assure that all older persons, regardless 
of disability, have equal access to programs and services for the nation's older 
citizens. Part of that change has been the federal emphasis on cooperation and 
development which has produced an interagency agreement at the federal level, 
the evolution of numerous university-based training and education programs, as 
well as many demonstration projects. The federal initiative has challenged the 
states to do more in developing services for older persons with developmental 
disabilities and assuring their inclusion in community life. 

Some states have responded to the federal example with poUcies that promote 
well-funded senior services program development Others have just begun to 
respond as state developmental disabilities councils and local aging and develop- 
mental disabilities agencies have helped provide ftmding impetus. 

The New York State Community Integration Project in Aging and Devel- 
opinental Disabilities surveyed new program development and the degree of 
program variability throughout the United States. We solicited models and 
practice experiences that aided seniors to retire, participate in programs and 
services, and become part of their coirmiunity's aging network We wrote to 
administrators asking for their help in identifying individuals and projects which 
had been successful at integrating elderly individuals with mental retardation and 
other developmental disabilities into aging services or promoting their inclusion 
in community life. 

We were pleased with the number, quality and character of case studies 
received in response. We chose this assortment of 38 case studies to illustrate 
the types of endeavors. Their diversity reflects their many variables - some 
fairly common, others unique to the circumstances of each locale or simation. 

These case studies were written by practitioners, administrators and other 
program personnel from around the country and abroad who have woriced at 
integrating elderly individuals with developmental disabilities into generic aging 
services. They were written to reflect and share each authors' experiences - 
both positive and negative. Some authors provided elaborations, some did not. 
With each study, we worked with the authors to provide a background of the 
project as well as some final thoughts. We edited for consistency, tenninology 
and length, but the ideas and descriptions are those of the authors. 

We offer our thanks to all who submitted case studies and in particular to 
those who stayed with us during the editing and acceptance process. Their time 
and willingriess to share has made this Casebook a more valuable tool for 
consumers, families, administrators, and practitioners who are concemed with 
older persons with mental retardation and other developmental disabilities. 
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In many communities, the first step to providing access to 
typical senior services for older persons with a developmental 
disability has been building a bridge between the aging network and 
the disability system. Such bridging is done for several reasons. One 
reason is a need for the coordination of referrals, services (such as 
transportation), site sharing, and dealing with the whole range of day- 
to-day problems that older persons experience. Another reason is the 
need to ensure that monies that underwrite the programs for older 
persons with developmental disabilities flow quickly and properly to 
the providers within the aging network. Other reasons include means 
to effect greater acceptance of seniors with disabilities among the 
public and age peers and encourage fuller inclusion of seniors with a 
disability within mainstream aging network programs. 

The process of bridging networks can take many forms. We 
came across many excellent examples. The ones contained in this 
section represent the types of efforts that have been undertaken on a 
system-wide basis and on a local level. The key features of these 
efforts are that the participants agreed to cooperate, agreed to achieve 
common ends, and agreed to shape public policy that supported 
bridging. Such efforts, however, were not without their difficulties. 
Bridging efforts, as we have found, can be affected adversely by a 
number of factors, including changes in key personnel, money 
problems, shifts in priorities of participating agencies, and frustrations 
over the lack of agreement of group objectives or timeframes. 

Jam 

Although the four case studies in this first section illustrate ' ^ ; 

differing approaches to bridging, they all echo a similar theme. Each 
project began as a modest public policy effort and then progressed to 
greater ends. Some began with afonnal charge, others evolved from 
informal processes. Interestingly, the most productive projects were 
those that involved the broadest number of participants and which had 
the continual backing of state or regional administrative agencies 



We have also observed that network bridging endeavors often 
start with modest ventures, bringing together strangers who, over time, 
formed collegial bonds that strive for the community good. Many of 
these efforts led to or were associated with outcomes that produced 
interagency agreements or other forms of formal social bonding. 



Some of the projects needed outside stimuli to begin their formative £2 
activities; others did not and evolved naturally. ftad 

The lessons learned? Interagency efforts can produce con- O WD 

structive ends and lead to benefits that bridge the aging and 
disabilities systems. Sometimes they need formal mechanisms to m \ 

succeed, other times the social bonding that occurs has greater value 
than formal structures. In all instances, the successful efforts become ^0 
partnerships with each network/ system equally involved and ^ 
benefitting. 
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Council on Aging & Developmental 
Disabilities of Greater New York 

Oiarlotte B. Parkinson^ 

Case Abstract: This case study describes the experiences of a group in New York, New York in 
setting up an interagency council on aging and developmental disabilities. The process began 
under the tutelage of a university-based center on aging, but then evolved into a multi-agency 
effort. The council published a consumer brochure and a glossary designed to help bridge the 
two networks; sponsored a lecture series and collected data that were used to help agencies in 
developing senior programs. This example shows that such efforts can produce results within 
the most complex social environments. 



Introduction 

In the United States today there is a relative- 
ly new and rapidly growing population of per- 
sons who are both elderly and developmentally 
disabled. Although there is disagreement about 
the size of the group, there is consensus that 
along with the general population - which is 
experiencing considerable increase in life expec- 
tancy — this group is experiencing an increase 
in life expectancy. This increase in longevity is 
a result of the advances in health care and im- 
proved standards of living which have taken 
place over the course of recent decades. 

The 1987-1990 Plan for Services^ issued by 
the New York State Office of Mental Retarda- 
tion and Developmental Disabilities (OMRDD), 
estimated that the prevalence of older New 
Yorkers with a developmental disability be- 
tween age 45 and 64 was 25,700 and age 65 
and older was 15,900. Prevalence estimates for 
New York City were for 10,100 adults with a 
developmental disability between the ages of 45 
and 64 years and 6,700 adults 65 and over. 

These numbers represent a population with 
unique and special needs due to the junction of 
aging and lifelong developmental disabilities. It 
is important to remember, however, that these 
numbers represent people, people who happen 
to be aging and who happen to have a harxlicap. 

Because relatively few pei^ons with a devel- 



opmental disability survived into old age, there 
were very few, if any, services for them. How- 
ever, their needs are now being addressed by a 
variety of programs in New Yoric Qty and New 
York State as well as in other areas of the Unit- 
ed States. In order to address the needs of tiiis 
population, a coordinated and collaborative ap- 
pnDach to services from both the aging and the 
developmental disability resource systems is 
required. 

The history of the work in New York State 
to develop linkages and foster contact between 
the fields of aging and developmental disaWli- 
ties is importai?! because it led to the creation of 
13 separate aging and developmental disability 
network groups, of which the New York 
Council is the largest. 

In 1983, tiie OMRDD issued a report on 
elderly persons with a developmental disability. 
The report led to a state conference on this 
population which was held in 1985. Also in 
1985, the Developmental Disabilities Planning 
Council (DDPC, a planning, funding and coor- 
dination agency which receives federal dollars 
from the federal Administration on Develop- 
mental Disabilities for innovative projects) 
chose the aging of adults with developmental 
disabilities as an important area that needed to 
be addressed. The New York State Office for 
tile Aging (SOFA) and the OMRDD began to 
explore options for future program development 
for elderly individuals with developmental dis- 



CofTcspondcncc should be addressed to Charlotte B. Parkinson, D.S.W., Program Specialist, Office for the Aging, 
Brooklyn Catholic Charities, 191 Joralen»n Street, Brooklyn, NY 11201. An eariicr version of this case study was 
presented at the annual meetings of the American Association of Mental Retardation in Washington, D.C. and Chicago, 
Illinois and at the Region VI AAMR Conference in Toronto, Ontario, Canada. Dr. Parkinson served as one of the first co- 
chairs of the Council. 



13 



Section i: Bridging Networks 

Council on Aging & Developmental Disabilities 



3 



aMities which, in 1986, led to the Developmen- 
tal Disabilities Project The purpose of the 
project was to test the feasibility of serving per- 
sons with developmental disabilities in aging 
network congregate settings. 

Five years ago in New York City, workers in 
the fields of aging and developmental disaWl- 
ities began to realize that there was a need in 
the city for information exchange aiKi coopera- 
tion and contaa between professionals in the 
two fields. Recognition of this need led to 
efforts which brought people from the aging and 
developmental disabilities fields together on a 
regular basis and to the formation of the Coun- 
cil on Aging & Developmental Disabilities of 
Greater New York - formerly known as the 
New York City Task Force on Aging and De- 
velopmental Disabilities. 

The Council on Aging & Developmental 
Disabilities of Greater New York consists of 
over 50 policy and planning developers, pro- 
gram directors, service providers arid other con- 
cerned individuals from both developmental dis- 
ability and aging agencies in both the public 
and private sectors. Council members meet on 
a monthly basis to share information about 
elderly persons with developmental disabilities, 
to produce and develop linkages between the 
aging and mental retardation/developmental 
disabilities systems, and to plan services which 
will improve the quality of life for elderly per- 
sons with developmental disabilities. The 
Council collaborates with other organizations to 
advocate for the rights of the elderly and per- 
sons with disabilities, sponsors lecture series, 
publishes informational material, conducts needs 
assessment, and performs research projects. 
The Council has been instrumental in identi- 
fying areas for government to fund demonstra- 
tion projects. In 1989, for example, a Council 
survey identified community integration and 
housing as critical areas for service develop- 
ment. As a result, one housing demonstration 
and five integration projects were funded in 
New Yoric City. 

This case study describes how the Council 
emerged, its current activities, fiiture plans and 



its work on behalf of elderiy New Yorkers witti 
developmental disabilities. 



Project I>escription 

Several events occurred in 1987 in New 
York City which led to the formation of the 
Coxmcil on Aging & Develofxnental Disabilitiv^s 
of Greater New Yoric. First, New York City's 
Brookdale Center on Aging of Himter College - 
- an educational center for training aiKl research 
in aging issues - completed a two-pronged 
study which explored the situations of elderiy 
parents who had offspring with mental retar- 
dation and investigated the extent to which 
aging agencies had experience with elderiy 
parents. 

The striking coiKlusion which emerged from 
this study was the need for contact and coopera- 
tion between the fields of aging axKi mental 
retardatioiVdeveloiHnental disabilities. At the 
same time, the OMRDD and the Brookdale 
Center implemented their long-standing interest 
in putting together a plan for bridging the two 
systems. The Brookdale Center and the 
OMRDD, together with the Mental Retardation 
Institute of Valhalla and the Hunter/Mt. Sinai 
Geriatric Education Center, convened a planning 
conunittee to help design a conference which 
would get the two networks together to start 
sharing ideas. The conference took place in 
September 1987, and was seen as an initial 
effort to educate and sensitize the participants to 
each other. Nearly 150 people from the social 
service and health professions in the aging and 
developmental disabilities networks attended. 
The conference consisted of speakers from both 
fields and workshops which dealt with issues 
such as older care^vers, residential programs, 
day care and physical signs of aging. 

As a result of the confererK:e, participants 
expressed interest in setting up a forum for 
continued dialogue between the aging and de- 
velopmental disabilities networks. They expect- 
ed that increased information exchanges, advo- 
cacy activities and comtnning the two networks' 
services would result fi*om the forum. 
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This planning group fonned the nucleus of 
the Task Force on Aging and Developmental 
Disabilities and held its first meeting in January 
1988. The goal of the Task Force was to devel- 
op a document that could be used by profes- 
sionals in the fields of aging and developmental 
disabilities to plan future programs and services 
for elderly individuals with mental retardation 
and developmental disabilities in New York 
City. 

The Task Force established itself and was 
recognized and supported by the New York City 
Department for the Aging, OMRDD and the 
Council of Senior Centers and Services of New 
York Qty Later, the Task Force applied for 
and received a grant from the state's develop- 
mental disabilities council to plan for the needs 
of elderiy persons with mental retardation who 
resided in New York City. 

A major objective of the grant was to con- 
duct a research study. Initially, the members of 
the Task Force formed two committees: one 
dealt with salient issues which affected older 
persons with mental retardation and another in 
which their demographics were studied. The 
Task Force then heard and discussed the com- 
mittees' findings. 

In addition, the Task Force oversaw the 
hiring of two research assistants and elected two 
co-chairpersons: one of whom had expertise in 
disabilities and the other expertise in aging. 

The two co-chairs appointed and served on a 
research committee. This committee provided a 
definitive statement of the purpose of the re- 
search, clarified the role of the Task Force 
members, and woriced on the strategy and meth- 
odology of the study design. The committee 
also oversaw the construction of a survey instru- 
ment, gained sui^rt for the survey by enlisting 
the help of the Inter- Agency Council of Devel- 
opmental Disabilities agencies in New Yoric 
City and administered the survey. 

The purpose of the survey was to gather 
demographic and service infomiation in order to 
assess the size and need of the population of 
older individuals with mental retardation and 



other developmental disabilities who reside in 
New York City. 

Over the course of the fall of 1988, we 
formed a Conference Committee that planned a 
conference held in December 1988 in conjunc- 
tion with the Hunter/Mt Sinai Geriatric Educa- 
tion Center. The conference offered in-service 
training and education to staff who work with 
elderly individuals with mental retardation. 

In February 1989, another coimnitiee was 
formed to develop program guidelines for day 
programs for seniors that would conform to 
Medicaid guidelines. 

The Task Force met monthly. The meetings 
provided not only a forum for discussion, but 
also for education. Initially, at each meeting, 
two or three people in the field described their 
programs. For example, a social worker from a 
Staten Island agency presented her outreach ef- 
forts to elderly parents of children with mental 
retardation. 

As the Task Force evolved, the scope of the 
presentations was broadened to include advoca- 
cy and fiscal issues. There was always a lot of 
discussion around the presentations, especially 
around how to improve linkages between the 
two systems. More recently, vigorous discus- 
sions on policy and ethical issues were held 
during which people in the field gained new 
ideas from our presentations. The Task Force's 
efforts served to improve linkages and collabo- 
ration among public and private agencies in 
both networks. 

After several years, the Task Force members 
decided to make the organization more fornial. 
Thus, the Council on Aging & Developmental 
Disabilities of Greater New York was created. 
The council developed a formal operating 
framewoik, adopted by-laws, held aimual elec- 
tions, and sought to secure operating funds. 

The council has also broadened the scope of 
its activities to include the following: 

• Publications: The Council developed and pub- 
lished a Consumer Brochure to inform consumers 
of available services of both systems in the five 



15 



Section 1: Bridging Networks 

Council on Aging & Developmental Disabilities 



5 



boroughs of New York City. The Council also 
developed and published a Glossary of Terms, 
Concepts and Resources in the Fields of Aging 
and Developmental Disabilities. The purpose of 
the Glossary was to improve technical communi- 
cation between the aging and developmental 
disabilities systems. (The consumer brochure 
and glossary are available iqx>n request from the 
author). We hopo to update the Brochure and to 
publish a newsletter and some monographs, for 
example, on topics such as vision loss and hear- 
ing difficulties in elderly persons with a develop- 
mental disability. 

Advocacy Activities: The Cbuncil increased its 
advocacy activities. For example, at one of the 
meetings, council members broke into four 
groups and worked on four issues which the 
Council felt should be emphasized on the re- 
authorization of the Older Americans Act Each 
group came up with written comments and sug- 
gestions which were later developed into a letter 
by the Executive Committee and sent to the 
api»"opriate persons in Washington, D.C. Con- 
cerns relative to premature aging, adult day ser- 
vices, planning, and housing were raised. 

Lecture Series: During 1989-1990, the coun- 
cil developed and sponsored a lecture series. 
Six lectures on topics such as creative pro- 
gramming, adapting the envi;onment, and 
sexuality were held. The series was so popu- 
lar, during 1990-1991, we offered a second 
series. Topics included bereavement counsel- 
ing, art and dance therapies, aiKl retirement 
activities. In July 1991, the Continuing Edu- 
cation Committee met to plan the third lecture 
series which included new issues in aging and 
research issues on aging/devclopment£d dis- 
abilities. 

Research: The Council fmished the second 
part of its original study. The study investi- 
gated the size and potential growth of the 
population of elderly persons with develop- 
mental disabilities in New York City and also 
examined the extent to which aging agencies 
are involved with such individuals. 

Coordinating Work Committees: The Council 
was instrumental in identifying areas in which 
government could fund demonstration pro- 
jects. 



The Council received support during its eariy 
phases by a grant from the state developmental 
disabilities council. The monies were ad- 
ministered by the Brookdale Center on Aging 
and used to support Council activities, including 
clerical and '^Iministrative costs. Thanks to the 
efforts of the coxmcil liaison from the Brookdale 
Center, we were able to secure additional mon- 
ies from the One-To-One Foundation (which 
funds projects in developmental disabilities). 

The following committee structures were 
established by the Council: 

• An executive committee consisting of the two 
co-chairs, former co-chairs, the executive 
director of the Hunter Mount Sinai Geriatric 
Center (which is co-sponsored by and locat- 
ed In the Brookdale Center), representatives 
from the New York City Department for the 
Aging, the New Yoric City Bureau of Mental 
Retardation and Developmental Disabilities, 
and the chairs of the Council of Education 
and Training and Publication conunittees, the 
City University of New York (CUNY) liai- 
son, and other members-at-laige. The pur- 
pose of the executive committee is to pro- 
vide leadership to the council. 

• An education and training committee con- 
sisting of the chair, the council co-chairs, 
and representatives from the aging and de- 
velopmental disabilities fields. The purpose 
of this committee is to plan and implement 
educational events such as the lecture series, 
in-service training and conferences, and to 
alert people in aging and developmental dis- 
abilities to events in each others* service sys- 
tems. 

• A communications committee consisting of 
the chair, the council co-chairs, and the 
chairs of specific projects, for example, the 
Glossary or Consumer Brochure. The pur- 
pose of the Conmiunications Committee is to 
oversee the produaion and publication of re- 
source materials and public relations for the 
council. 

The Brookdale liaison and the staff person of 
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the council sit ex-officio on all committees. 



Lessons Learned 

The lessons learned by carrying out this project 
can be grouped into four categories: funding, luey 
people/ a meeting place, and leadership. 

□ Funding is the crucial element for a viable 
taskforce/council. 

Monies are needed for basic components such 
as minutes, agenda, and meeting notices. An 
administrative person to take charge of the 
above is essential, as is secretarial and clerical 
help to back up the administrator. Funding is 
needed to cover the cost of publications and 
conferences. 

Developmental disabilities council monies are 
"seed" monies which prevent it &om being a 
source of permanent ftinds. The fiscal situa- 
tion in many states is so tig^t that no state or 
city government agency can start a new fund- 
ing initiative. City-wide councils might be 
able to be added to a larger federal initiative, 
perhaps as a demonstration project model. 
Another way of obtaining funds is through 
member dues, charging for the lectures radier 
than just asking for a contribution, and in- 
creasing the in-kind help of photocopying and 
mailing from member agencies. Establishing 
a fund raising committee can help as a first 
step. 

Grant money should be administered by the 
organizatfon that releases staff members for 
administrative and clerical woric. Brookdale 
Center is an educational and training center 
which is automatically connected to a larger 
system. The Council has the of^ruinity for 
infcKmal and spontaneous communication, and 
access to a variety of peq>le in various pro- 
fessional disciplines and to new developments 
in their fields. The fact that Brocdcdale is 
located at a Hunter Cdlege site enables the 
Council to use a large classroom for the lec- 
ture series and conferences and the cafeteria 
for lunches. 

Q State and local support is crucial 

Our council has been very fortunate to have 



three persons at the state level who are ac- 
cessible to us. They come to local meetings, 
work on committees, such as the Committee 
for the Conference in 1988, and are always 
available for consultation. 

□ A supportive meeting place is essential 

The space must be accessible, convetuently 
located, and consistently available. The 
Council was fortunate to have use of the con- 
ference room at The Lighthouse (a major 
New Yoric City agency serving persons who 
are blind) for the fust year and subsequently 
the conference room at the offices of the 
United Cerebral Palsy Association. 

□ Involved and committed leadership is importanL 

The co-chairs must be able to convene a large 
group of diverse individuals with different 
levels of expertise and abilities and to moti- 
vate them to move forward to accomplish the 
Council's goals. The co-chairs should Ining 
their expertise from the aging or disability 
networks. 

There also has to be a system to select the 
co-chair candidates. Serving on a committee 
demonstrates interest and motivation, and 
chairing a committee can be a stq) towards 
assuming the responsibility of co-chair. The 
committees provide structure and stability, 
and are vehicles to accomplishing tasks, such 
as putting on a conference or developing a 
publication. 



Parting Comnients 

Our council is vibrant and effective because 
it operates on both a formal and iriformal level. 
It receives funding and support from the fonnal 
system of government agencies at the state and 
local level, and from private agencies. Within 
this framework, council members are able to 
exercise their individual talents to effea liiikage, 
collaboration and education. For example, our 
council has been very active in bringing togeth- 
er people from the aging and developmental dis- 
abilities networks to meet each other and get to 
know each other's concerns. Specifically, when 
we were developing our lecture series we decid- 
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ed to hold the lectures in the mornings, 
followed by a lunch, and scheduled these 
lectures on the same day as the afternoon coun- 
cU meetings. We found that the lunches 
brought policy and planning people together 
with program directors and providers. The 
lunches also gave these professionals a chance 
to meet new people in a relaxed way, and made 
them feel comfortable enough to pick up the 
telephone and contact one aiwther later as need- 
ed. 

We feel that contact between the two net- 
works has been extremely beneficial. For ex- 
ample, people in aging have leamed that elderly 
persons with a developmental disability are a 
heterogeneous group. They have different 
health situations, cognitive abilities, and family 
constellations. People in the developmental dis- 



abilities system have leamed about some of the 
critical issues in aging, such as retiremant and 
isolation. They know now that although some 
of the aged are living well, there are large num- 
bers who are ill, frail and homebound. As the 
council moves forward, we learn more from 
each other, discussing issues, listening to the 
presentations, and involving ourselves wiih the 
woric of the committees. 

The council has made a significant contri- 
bution towards improving the lives of elderly 
New Yorkers who have had a lifelong develop- 
mental disability by increasing the public's 
general awareness of them and their needs. In 
addition, the council has carried out education 
and training of professionals, advocacy activi- 
ties, planning services and program develop- 
ment. 



Los Angeles Area Regional 
Cooperation Project 

Herman Fogata and Inna C. Groag^ 

Case Abstract: This case study describes the experience of a regional center in the East Los Angeles, 
Califorma area in networking and opening up aging network services to older persons with a devel- 
opmental disability. Using development funds from a federal grant, this project set about organizing and 
networking the developmental disabilities and aging networks to enable a greater number of seniors with 
developmental disabilities to use aging network programs and activities. The project found that through 
creating systems changes at various administrative levels, elderly individuals with developmental 
disabilities were able to be integrated into generic services. The cooperation project was able to bring 
together agencies from both networks, including the state, into a unified body to plan, cooperate and 
expand service options. 



Introduction 

The Eastern Los Angeles Demonstration 
Project for Aging Persons with Developmental 
Disabilities was initiated because we felt that 
older persons with developmental disabilities 
were not receiving the benefits of pro- 



grams/services that were being provided to their 
same age peers who did not have a develop- 
mental disability. We observed that seniors 
with developmental disabilities were being 
served exclusively in segregated programs 
which gave litfle attention to their special needs 
and that the major systems for delivery of ser- 



CoiTcspondcncc should be addressed to Herman Fogata, ACSW» Executive Director, Eastern Los Angeles Regional Center for 
the Dcvelopmcntally Disabled, Inc., 3845 Sclig Place, P.O. Box 31909, Los Angeles. CA 90031-0909. 
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vices to the eldeiiy were exclusive of each other 
- j^ng persons without a develoixnental dis- 
ability were being served in one system and 
aging persons with a developmental disability 
were teing served in anotiter system. These 
dual systems reinforced the lack of integration 
among services that focused on the aged. 

Given this simation, the Eastern Los Angeles 
Regional Center for the Develoinnentally Dis- 
abled applied for and received a grant from the 
Administration on Developmental Disabilities 
to: 

• Establish a specialized service system for 
persons who were aged and who also had 
develqpmental disabilities. 

• Seek the cooperation of systems serving the 
non-handica^Jed aged in "sharing" resources. 

• Create a specialized administrative unit with- 
in the regional center to act as a focal point 
for all activities related to serving the aged 
persons with developmental disabilities. 

• Integrate aged persons with a developmental 
disabilities into systems which traditionally 
did not serve them. 

• Channel existing financial resources current- 
ly provided to non-handicaiq)ed aged persons 
to aged persons with developmental disabili- 
ties. 



Project Description 

The "target" population identified for this 
project included persons who were fifty years of 
age or older and who had a developmental 
disability. At the beginning of the project there 
were 115 older persons in tfus age category in 
the Eastern Los Angeles Regional Center Sys- 
tem. Of tills group, 39 lived in tiieir own home, 
36 resided in state hospitals, 5 resided in skilled 
nursing facilities and 28 lived in community 
care facilities. 

Our project focused on 75 persons: fliose 
living at home (39) and tiiose living in commu- 



nity care facilities (36). Ten persons were of 
normal intelligence, 26 had mild retardation, 23 
had severe mental retardation and 32 had pro- 
found mental retardation. 

Services to this population required the in- 
volvement and paiticipation of a variety of 
agencies. Even tliough tiie regional center was 
responsible for case management, a number of 
other public and private resources were tapped 
to provide a range of programs and services, in- 
cluding a social day program (operating five 
days per week), an adult educational services 
program (operating six hours per day provided 
through the Los Angeles Unified School Dis- 
trict), an art component providing opportunities 
for creative expression and sui^rteid by the 
Los Angeles Unified School Efistria; recreation- 
al services provided ttirougli The Performing 
Arts, Division of Cultoral Affairs, City of Los 
Angeles; The Grand Peoples Company (a pri- 
vately and publicly funded tour service); and 
nutritional services in the form of congregate 
meals provided through the resources of Titte 
III of the Older Califomians Act to the Los 
Angeles Unified School Distria. 

In addition, we were able to secure trans- 
poitation services through the developmental 
services system as well as generic services, 
funded throu^ Proposition A and the Older 
Califomians Act and contracted by the Los 
Angeles Gty and County Area Agencies on 
Aging. HesQth caie was obtained through funds 
authorized imder the Older Califomians Act and 
contracted through the Los Angeles County 
Area Agency on Aging. Mental health services 
were accessed through ALMA Family Services 
under a contract from tiie Los Angeles Coimty 
Mental Health Depanment. The service pro- 
vides counseling to persons who have a dual 
diagnosis of a developmental disability and a 
mental illness. 

Living arrangements focused on age-related 
needs as weU as served as the link between the 
senior with a developmental disability and 
his/her community resources. Other support 
services were drawn from the resources of the 
Los Angeles County Depanment of Public 
Social Services and intended for homemaker 
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chore services. Bet Tzedek (a privately and 
publicly funded legal service specifically de- 
signed for aged persons), provided legal assis- 
tance. Lastly, employment services (in which 
seniors who do not have a handiest are hired 
under Title V of the Older Califomians Act) 
were targeted for peer assistants. A number of 
seniors are trained and provided with the oppor- 
tunity for continued employment within the 
developmental disabilities system as homemak- 
er/chore or respite woricers. 

Because of the strategic position held by the 
area agencies on aging in both the city and 
county of Los Angeles, and the resources which 
these agencies controlled, they were particularly 
important in the implementation of this project. 
Their influence and leadership were helpful in 
channeling resources which were available to 
the elderiy in general. Also, in the later stages 
of the project, the State Department of Develop- 
mental Services and the CaJifomia Department 
of Aging played a "key role" in coordinating 
services through the use of a memorandum of 
understanding (MoU) between the two depart- 
ments and their local agencies. 

The project was carried out in East Los 
Angeles. East Los Angeles is a predominately 
Hispanic, low income community. 

In the planning and implementation of ♦his 
project, we undertook the following generally 
accepted guidelines: 

• Define the population. 

• Assess the population's needs and the re- 
sources needed to meet its needs. 

• Define the service system and identify the 
gaps in the system. 

• Determine how best to address the service 
gaps. 

Our task, therefore, was to work towards 
enabling seniors with developmental disabilities 
to access and use the generic aging networic 
services available to other seniors in the East 
Los Angeles area. What follows is a broad 



overview of some of the processes and prol> 
lems we encountered while accomplishing this 
goal. 

The natural tendency to resist changing the 
system required action at a higher level of ad- 
ministration than working only at the local 
neighborhood level. The process of change was 
accelerated when the State Department of Ete- 
velopmental Services and the California Depart- 
ment of Aging agreed to establish a pilot project 
involving two area agencies on aging and two 
regional centers for the purpose of developing a 
method of coordination. This pilot project 
resulted in developing a plan of coordination 
which was finalized into a memorandum of 
understanding between two systems. 

The concern over expanding resources to a 
"new" group, that had not been receiving atten- 
tion from generic agencies, slowed the process 
of getting services to the older person with 
developmental disabilities. Because persons 
with developmental disabilities make up a small 
percentage of the general aged population, it is 
only natural that priority attention would not be 
given to this group. Strong advocacy efforts 
had to be made and reliance on the agreements 
as set forth in the State MoU had to be articu- 
lated. 

In general, it was recognized that there was a 
need, but the reality of limited resources for the 
general population worked against sharing more 
resources. In addition, apprehension towards a 
population that was not understood became an 
obstacle to integration. Because the generic 
agencies which operated senior citizen centers 
had not been exposed to persons with develop- 
mental disabilities, there was concem over their 
effect on ongoing programs. We also found 
that since senior citizen centers for the general 
population geared their programs to a popula- 
tion with somewhat different needs and life 
styles, it was difficult to integrate the seniors we 
had in mind into their on-going programs. 

The current system for serving persons with 
developmental disabilities - aged or otherwise - 
- is based on a "full day" of programming. 
Community care facilities and parents have 
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come to rely on the persons being away from 
home for at least six hours per day. In the 
initiation of the project and during the course of 
its implementation, several problems arose 
which required attention and assertive action by 
the regional center. The major problems were 
the: 

• Lack of awareness of the existence of aged 
older persons with developmental disabili- 
ties; and generic agencies which were un- 
aware that this population existed. 

• Concern over the need to share limited re- 
sources with "another" group of elderly 
citizens who had not been considered as 
having a right to the on-going services. 

• Lack of interest on the part of generic agen- 
cies serving the aged to change "the system" 
in order to accommodate a special group that 
represented only a small segment of the aged 
population. 

• Fear and apprehension of generic service 
providers to integrate the seniors with devel- 
opmental disabilities into on-going programs. 

• Conflict between the needs of aged persons 
who did not have handicaps who were 
scheduled to engage in brief self-selected 
activities and the needs of older adults with 
developmental disabilities who needed more 
extensive programming. 

Improving the awareness among aging net- 
work agencies of older persons with a develop- 
mental disability required an assertive role on 
the part of the regional center. Many frequent 
contacts had to be made with generic agencies 
in order to educate these agencies on the exis- 
tence of this special group as well as about their 
needs. 

Audio-visual materials were used to acquaint 
the generic agencies with the issues which con- 
fronted persons with developmental disabilities. 
Site visits to agencies and presentations at a 
meeting of the California Commission on Aging 
by staff and by an older person with a develop- 
mental disability helped to breakdown the ste- 



reotype that this population is "different". 

Access to the planning and resource alloca- 
tion process of generic agencies* such as the 
local area agencies on aging (AAAs), was 
achieved when the project coordinator joined 
the AAAs Advisory Committee and eventually 
was elected an officer to this Advisory Commit- 
tee. Becoming an active member was benefi- 
cial. 

Every meeting provided an opportunity to 
confront personnel from generic agencies with 
iirformation on seniors with developmental 
disabilities. On several occasions, committee 
meetings were held at the regional center which 
gave generic agencies a chance to know more 
about people with developmental disabilities. 

As the project progressed, inter-agency con- 
tacts expanded from meeting with the directors 
of local neighborhood generic services to meet- 
ing with higher administrative level personnel. 
Meetings were held between the Qty and Coun- 
ty program administrators and the regional 
center director. These meetings helped to bring 
others to work together at the neighborhood 
level. 

An advisory committee was estabhshed to 
obtain support for the project and assure that the 
responsible agencies woxild coordinate their ser- 
vices with our project. This committee was 
composed of representatives from the following 
fields of service: health prevention and health 
maintenance, physical therapy and occupational 
therapy, nutrition, transportation, social recre- 
ation, mental health, employment, housing and 
education. 

However, initially the committee failed to 
materialize as a vehicle for group decisions and 
planning. What resulted was a process of one- 
on-one planning and receiving commitments. 
The lack of group cohesion resulted primarily 
because each agency beheved that those persons 
with developmental disabilities represented only 
a small percentage of the general caseload. 
Therefore, the urgency or necessity of meeting 
regulariy was not seen as important. 
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One of the benefits of the project was the 
development of iriteragency agreements. The 
MoUs vere products of joint meetings between 
the city and coxmty area agencies on aging and 
the regional center. The barriers to better coor- 
dination were acknowledged and agreements 
regarding how to deal with them were reached, 
which became the substance of the MoUs. 
There was also a MoU between the State De- 
partments of Developmental Services and Ag- 
ing. This MoU committing the two departments 
to woridng together was important for commu- 
nicating an attitude of cooperation which was 
expected to peraieate throughout the local level. 
Certainly the MoUs helped impress the need for 
the coordination of efforts. The project coor- 
dinator had to be very active in advocating for 
aged persons with develofmiental disabilities, 
and numerous one-on-one advocacy activities 
were carried out to overccwne system problems. 

One additional facet of our projea was cen- 
tralizing caseloads. Prior to the projea, all 
older clients were carried by a number of differ- 
ent case managers. Centralizing all seniors with 
one case manager created a specialist with inter- 
est and experience which had been lacking. 

Since this project was initially undertaken, 
we have had Uie good fortune to organize a Los 
Angeles area coordinating group on aging and 
developmental disabilities. 



Lessons Learned 

Q A number of benefits for the delivery of services 
to aged individuals wiA developmental disabil- 
ities come from bridging projects. 

Due to specific efforts, there was a greater 
awareness among generic agencies that served 
the general aged population, of the existence 
of this sub-population in our community. 
This greater awareness, combined with an as- 
sertive effort on behalf of the persons with a 
developmental disability, caused a flow of 
resources to this group that did not exist prior 
to our project The integration <rf the in- 
dividuals with developmental disabilities into 
generic senior citizen programs began to take 
place. Although a number of problems ex- 



isted in terms of more extensive use of reg- 
ular programs, a breakthrough had been 
made. Individuals wto ineviously had not 
been able to participate alongside age peers in 
specific program activities are now utilizing 
the facilities of senior centers. 

□ The state's interest in integrating people with 
developmental disabilities with other seniors can 
be expanded to highlight this issue. 

State policy on integration received a big 
boost as the success of the project prop^ 
led to MoUs between seven regional centers 
in Los Angeles and the city and county area 
agencies on aging. There is now an ongoing, 
established relationship backed by state level 
support fiom the State Dq[)artment of Devel- 
opmental Services and the Department of 
Aging. Other regional centers throughout the 
State have also developed working MoUs 
with local area agencies on aging. The sepa- 
ratism which existed between two systems - 
the regional centers and the area agencies on 
aging - has diminished and a local committee 
composed of rq)resentatives of both systems 
has been established. 

□ Full integration (Le., aged persons wi^ a devel- 
opmental disability on an individual basis par- 
ticipating alongside other aged individuals) can 
not always take place. 

The level of impairment of some persons will 
continue to be a barrier and require that they 
receive sq)arate program activities. 

□ A Is i^fficult to stimulate interest on the part of 
some generic agencies ta serve the aging person 
with a developmental disability* 

This group represents a very small percentage 
of the general aging population being served 
and their number does not command much 
attention. The problem of numbers also ef- 
fects the regional center system and the State 
Department of Devek>pmental Servkes. Widi 
the pressure of large caseloads of individuals 
who are not aged but have a devek)pmental 
disability, the priority in staffing has been 
given to attending to the non-aged first The 
Department of Devek^Mnental ServKes has 
not recognized the importance of granting 
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regional centers additional staff that specialize 
in woiking with this group. 



Parting Comments 

The integration of aging persons with devel- 
opmental disabilities into generic services which 
serve the general aged population is a slow and 
time constmiing process. Stereotyped ideas and 
attitudes about people with developmental dis- 
abilities need to be overcome. 

Generic agencies that currently control re- 
sources for the general aged population are 
reluctant to "share" their resources at a time 
when resources are becoming more and more 
scarce. One can not rely solely on "friendly 



persuasion" to open doors to seniors with devel- 
opmental disabilities which is why the MoUs at 
the state and local level are so important. 

Agencies undertaking the task of serving this 
special population of aging persons should be 
prepared to commit the necessary staff time 
required for assertive advocacy. However, tiie 
efforts to meet the needs of this special popula- 
tion has many beneficial by-products. The gen- 
eral service systems and organizations that are 
active in the field of aging have become much 
more aware of this group, and in many cases 
are willing to respond to their needs. Move- 
ment towards better integration of the various 
systems that normally serve tiiis population - 
but which are isolated from each other - has 
started, and promises to create a better way of 
serving this special population in the future. 



Monroe Council on Aging and 
Developmental Disabilities 

Jenny C. Overeynder^ 

Case Abstract: This case study describes the experience of a county-based consensual planning and 
coordination process, set up through a university, that was used to bring together representatives from the 
aging and developmental disabilities networks in Rochester, New York. The project resulted in the 
formation of a council that served as a forum for iriformation sharing, networking, data collection; 
sponsoring training events, corferences; and consultation on integration activities. The Council 
discovered that professionals from these two fields are able to work together in a productive way to bring 
about positive changes in programs for older individuals with developmental disabilities. 



Introduction 

The Monroe Council on Aging and Devel- 
opmental Disabilities was established in 1987 as 
an outcome of a comprehensive, community- 
wide planning effort focused on services for 
older persons with developmental disabilities. 



Monroe County is a predominantly urban 
county in upstate New York. It encompasses tiie 
city of Rochester and several mral communities. 
There are several major industries, such as East- 
man Kodak, Xerox, Bausch and Lomb, five 
hospitals, as well as a number of educational 
institutions, including the University of Roches- 
ter. It has a well educated workforce and a 
large service network. 



Correspondence should be addressed to Jenny C. Ovcreyndcr, ACSW, University Affiliated Program in Aging and 
Developmental Disabilities, Strong Center on Developmental Disabilities, Box 671, University of Rochester Medical 
Center, 601 Elmwood Avenue, Rochester, NY 14642. 
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The Monroe Council is a voluntary oi^gani- 
zation which consists of representatives ftom the 
aging and developmental disabilities networks. 
All members of the council have a direct in- 
volvement with older persons with developmen- 
tal disabilities. The group meets on a regular 
basis and is primarily a vehicle for networking, 
sharing and disseminating information. 

Council members consist of representatives of 
the Finger Lakes Health Systems Agency, the 
Regional Office of the New York State Health 
Department, the Monroe County Office for the 
Aging, the Monroe County Department of So- 
cial Services, the Monroe County Department of 
Mental Health, the Monroe Developmental 
Disabilities Services Office, the Regional Coun- 
cil on Aging, the Advocacy Center for the De- 
velopmentally Disabled, the Association for 
Retarded Citizens, Lifetime Assistance, Inc, 
Montgomery Neighborhood Association, Visit- 
ing Nurse Service, Rochester Area Association 
of Homes and Services for the Aged, Park 
Ridge Hospital, Moruoe Community Hospital 
and the University of Rochester. In addition, it 
has representation from family members of 
persons with developmental disabilities. 



Project Description 

In Moru'oe County, as well as in other parts of 
the state and throughout the country, people 
have been aware that much needs to be done to 
promote the coordination of services for older 
persons with developmental disabilities. New 
York State has a history of making linkages 
between the service providers who work with 
the elderly and those who work with persons 
with developmental disabilities. About five 
years ago, the two networks began collaborating 
together in Monroe County. 

In 1986, the University Affiliated Program for 
Developmental Disabilities (UAPDD) and the 
Center on Aging of the University or Rochester 
received a supplemental grant from the Admin- 
istration on Developmental Disabilities. The 
funds from the grant were to be used to orga- 
nize a consensus planning conference. The goal 
of the conference was to create a taskforce 



which consisted of community representatives 
from governmental and voluntary agencies, edu- 
cational institutions and advocacy groups from 
the service delivery system which were geared 
toward aging persons and persons with develop- 
mental disabilities. 

The first step was to identify all the parties in 
Monroe County who needed to be brought to- 
gether to form such a taskforce and to agree on 
a process to do so. A small steering committee 
was formed to help the UAPDD and the Center 
on Aging with this task. It consisted of the 
directors of the Monroe County Association of 
Retarded Citizens, the Moruoe Developmental 
Disabilities Services Office, the Monroe County 
Department of Mental Health, the Monroe 
County Office for the Aging and the New York 
State Office of Mental Retardation and Develop- 
mental Disabilities (OMRDD). The group invit- 
ed some others to join them, and much thought 
was given to the organization of the planning 
conference. 

The intent of our effort was to bring together 
decision makers from both networks and to 
explore the potential for network building, to 
assess existing needs and resources, to identify 
obstacles for service delivery and to determine 
which services and resources could or should be 
developed. Funding support for the conference 
was provided by local voluntary organizations 
as well as by the state developmental disabilities 
planning council. Having some funds available 
meant that the registration fee could be kept 
very low. A mailing list of over 400 individu- 
als was compiled and formal invitations were 
mailed. 

The steering committee decided to use .a 
consensus planning fonnat and engaged a facili- 
tator who was experienced with this model and 
who had facilitated similar conferences in the 
state on different topics with good results. The 
method used was one of problem identification, 
consensus building and agreeing on strategies to 
affect positive change towards these problems. 

Over 100 persons agreed to participate in the 
taskforce and attendee! the planning conference 
which was held in early 1987. They met for 
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three and a half days. Using a consensus plan- 
ning model, they spent the entire time in small 
groups, brainstorming about the problems, com- 
ing up with possible solutions for these prob- 
lems, and negotiating in a group format which 
strategies might be most effective to tackle the 
various issues. The taskforce generated a plan 
which sought to: 

• improve the coordination or care, collection 
of data, provision of training; and 

• address regulatory and legislative issues for 
the population of older persons with develop- 
mental disabilities. 

The result of this plan was the fonnation of 
the Monroe Council on Aging and Develop- 
mental Disabilities which would continue as a 
network that could discuss the plan in detail and 
implement its recommendations. The Coimcil 
formally began in the summer of 1987. The 
group has met on a regular basis since that time 
and has engaged in a series of activities focus- 
ing on services for older persons with develop- 
mental disabilities. 

The Council was made up of representatives 
of a number of constituencies which included 
the Fmger Lakes Health Systems Agency, the 
Regional Office of the New York State Health 
Department, the County Office for the Aging, 
the County Department of Social Services, the 
County Depaitment of Mental Health, the Mon- 
roe Etevelopmental Disabilities Services Office, 
the Regional Council on Aging, the Advocacy 
for the Developmentally Disabled, consumers 
and family members, voluntary agencies provid- 
ing services to persons with developmental 
disabilities, senior centers, the academic com- 
munity, the United Way, nursing homes, agen- 
cies providing services to minorities, and home 
healdi care agencies. 

Althou^ the initial thought was to immedi- 
ately establish a series of committees, the group 
first wanted to collect data and then decide on 
which direction to go. The decision was made 
to meet monthly and to take some time at each 
meeting for the members to explain their indi- 
vidual programs. This opportunity gave the 



group a chance to understand each other's client 
popidations, needs, problems, opportunities for 
service, as well as gain an understanding of the 
rules and regulations governing each program. 

At the same time some members from the 
taskforce assisted the UAPDD and the Center 
on Aging (the original conveners of the 
taskforce) to form an academic consortium that 
took a look at the need and opportunities for 
training service providers as well as the academ- 
ic community on issues pertaining to aging and 
developmental disabilities. This academic con- 
sortium grew to a membership of 40 persons, 
representing 10 institutions of higher learning m 
the Greater Rochester area, and also included 
service providers and governmental agencies. 
The academic consortium met separately from 
the council, and progress reports were made af 
each council meeting. 

In the fall of 1987, the council and the Aca- 
demic Consortium engaged in two activities. 
First, a needs assessment was undertaken to 
survey training needs in the community. Sec- 
ond, a community survey was made to collea 
information on the number of persons served 
who were aging and had a developmental dis- 
ability. 

The training needs assessment formed the 
basis of a successful grant application to the 
Administration on Developmental Disabilities 
which was awarded to the UAPDD and the 
Center on Aging at the University of Rochester 
in 1988. Extensive plans were made to institute 
a regional training program, which provided 
both inservice and preservice training in the 
western part of New York State. The fact that 
the plan was su^wrted by a large number of 
educational institutions - all of whom enthu- 
siastically supported the idea of incorporating 
material on aging and develqxnental disabilities 
into their course offerings - was an important 
factor in the fact that the grant was awarded. 

The data collection was done by surveying all 
the agencies that had participated in the 
taskforcj. It was very difficult to get an exact 
estimate of the numbers of older persons with 
developmental disabilities in the community. 



ERLC 



25 



Section 1: Bridging Networks 

Monroe Council on Aging & Developmental Disabilities 



15 



National estimates have found that fcr every 
person known to the developmental disabilities 
services system, there are three persons in the 
community who have never received any servic- 
es and therefore do not turn up on any official 
count. 

In New York State, the OMRDD maintains a 
central registry for all persons with developmen- 
tal disabilities who are being served tiuough its 
system. Because one of the council members 
represented the state's Developmental Disabili- 
ties Services Office (DDSO), she was able to 
obtain the data for Monroe County. The Finger 
Lakes Health Systems Agency and the Regional 
Office of the New York State Health Depart- 
ment surveyed all the nursing homes in the area. 
The rest of the agencies were surveyed by ques- 
tionnaire. Not surprisingly, when the results 
were tabulated, we foimd that there was a sub- 
stantial number of persons identified who were 
not known or had never been served by the 
developmental disabilities system. 

The data showed us that in 1988, there were 
in Monroe County a total of 341 older persons 
with developmental disabilities, of these 227 
were in the DDSO database. 

SeveraJ other developments occurred in Mon- 
roe County in 1987 and 1988. One of the 
founding members of the council, the Regional 
Council on Aging - a large volimtary provider 
for services to the elderly in Rochester - re- 
ceived a demonstration grant fiom the state 
developmental disabilities planning council to 
assist with the integration of older persons with 
developmental disabilities into generic aging 
services. 



ties among their clientele. A number of senior 
centers and adult day programs made a concen- 
trated effort to provide programming for this 
group. 

In 1989 and 1990, the training program in 
aging and developmental disabilities at the Uni- 
versity of Rochester got off the ground and the 
council participated in the design and delivery 
of a series of inservice programs. These pro- 
grams started with a lecture series, and grew 
into a large nimiber of workshops and courses 
offered througfiout the western pan of tt^ state. 
Particulaiiy successful was a major conference 
in Rochester, in the winter of 1990, which fo- 
cused on the comparison of the two service 
systems: aging and developmental disabilities, 
with input fiom state and local officials, as well 
as comparisons between the residential and the 
day services that arc being provided for botti 
populations. Council members helped with the 
planning, gave valued input into the program 
and shared their mailing lists. As a result, 300 
persons attended the conference. 



^'Typically, people who work in 
the field of aging know each 
other quite well, as do people who 
work in the field of developmental 
disabilities. However, as in other 
communities in the country, rep- 
resentatives from these two sys- 
tems did not know much about 
each other^s system, and found it 
helpful to be brought together/* 



At the same time, the state*s DDSO opened a 
new community residence specifically construct- 
ed to house older persons with developmental 
disabilities. Flans also were under way to pro- 
vide day programming at an adult day health 
program that was to be operated by one of the 
large hospitals in the community. 

During that time, several service providers 
became increasingly aware of the need to in- 
clude aging persons with developmental disabili- 



Another training activity that the council 
participated in was the ^nsorship of a down- 
link site for a national teleconference that was 
organized by another networic: the Oneida 
County Mental RetardatioiVDevelopmental Dis- 
abilities Coalition in Utica, New Yoric. 

In 1990, the Finger Lakes Health Systems 
Agency authorized a large number of new nurs- 
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ing home beds in its twelve coimty catchment 
area. Of the 800 newly designated nursing 
home beds, 37 were specifically earmarked for 
persons with developmental disabilities, and 
four nursing homes have applied for aiKi receiv- 
ed permission for these beds. In order to help 
the administration and the staff from these nurs- 
ing homes to prepare for this clientele, the 
state's Developmental Disabilities Services 
Office asked for assistance from the Council 
and the training program to sponsor a series of 
three workshops, and to organize a staff ex- 
change at the conclusion of the workshops. 
Over 90 people attended these workshops, and 
about 30 participated in the staff exchange. 
This staff exchange allowed professionals from 
an aging agency to spend half a day in a de- 
velopmental disabilities agency and vise versa. 
For some of tfiem, this was the first time they 
had ever set foot in 2 nursing home, an adult 
day center or a group home. It was a meaning- 
ful learning experience for all who participated. 

The council members also felt the need to 
engage in an exercise designed to help under- 
stand each other's terminology, barriers to ac- 
cess in care, and gaps in the service delivery 
system. The group decided to use a case study 
method and to split up into three subcommit- 
tees: 

• The first subcommittee consisted of service 
providers who were asked to design repre- 
sentative cases that would illustrate the array 
of problems encountered by their clients. 
They were asked to write-up five case stud- 
ies, which focused on psycho-social issues, 
health concerns, residential or day treatment 
needs and leisure demands. The charge was 
to include enough information to develop a 
care plan. 

• The second subcommittee consisted of ser- 
vice providers (a different group) who would 
assess the case studies and decide whether or 
not they could provide services to these 
particular individuals and if they were not, to 
identify the reasons why. They were asked 
to comment on the problems that they might 
perceive in accepting these referrals and what 
barriers they perceived for service delivery. 



• The third subcommittee was to consist of 
planners who would be asked to determine 
what could or could not be done to alleviate 
some of the problems. 

It took about six months to complete the case 
studies. Everyone involved found it an exciting 
and helpftil exercise, and they were amazed to 
find that a fimdamental confusion and misunder- 
standing existed regarding termirx)logy, service 
systems, rules and regulations. Several conclu- 
sions were reached, including a need for train- 
ing, uniform assessment tools, review of all 
specially funded projects, the promotion of 
coordination of care, the design of strategies to 
increase public awareness of these problems and 
the formation of a group of specialists to advise 
on difficult cases. 

At the council meetings, members gave feed- 
back about all of the activities that were occur- 
ring in Monroe County, They helped in trou- 
bleshooting for staff who ran the integration 
demonstration project, provided a forum for the 
lessons that were learned from the integration 
efforts in a medical model adult day care center, 
and responded to the call from the New York 
State OMRDD for suggestions for guidelines for 
program ingredients or requirements for a Med- 
icaid Day program for seniors. They were 
asked to outline what might make such a pro- 
gram different ftom a similar program for youn- 
ger adults. They gave thought to such issues as 
activities, special staff requirements, training 
needed and program content. 

In order to respond to specific requests, such 
as data collection, or give feedback to OMRDD, 
the council divides into ad hoc subconwRittees 
that work on a given task for a specified amount 
of time, report back to the council and dissolve 
their duties. In doing so, it usually became 
important to pull other people in, who in many 
instances expressed a desire to join the council. 
This meant that although the formation of the 
council had initially been a formal process with 
specific representatives from specific constituen- 
cies invited, the process became more flexible 
when different persons joined the group. 
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Currently the council meets four times a 
year, changes the location of the meetings to 
give people a chance to visit other programs, 
and focuses on networking, information sharing, 
advocacy and problem solving. 

There are many other networks in aging and 
developmental disabilities in New Yoik State; 
they all share information with each other, and 
send each other the minutes of their meetings. 
This is a helpful method to stay in touch. One 
of the plans we have is to sponsor a meeting of 
all the networks in the state to learn from each 
other what we are doing in our respective com- 
munities. 



Lessons Learned 

□ Professionals in the fields of aging and devel- 
opmental disabilities can work together effective- 

In Monroe County there exists a great deal of 
enthusiasm and commitment to working to- 
gether to promote the welfare of older per- 
sons, in particular the welfare of older persons 
with developmental disabilities. Typically, 
people who work in the field of aging know 
each other quite well, as do people who work 
in the field of developmental disabilities. 
However, as in other communities in the 
country, representatives from these two sys- 
tems did not know much about each other's 
system, and found it helpful to be brought 
together. 

□ A definitive approach is necessary for planning. 

The approach taken to organize a formal con- 
sensus planning conference was helpful for a 
variety of reasons. First, it gave sanction to 
the process, as the original invitees were the 
agency directors, program administrators and 
high ranking govemn^ent officials. Second, it 
brought a sizeable group of people together 
for a number of days which allowed for a 
grea; deal of networking. The conference was 
structured so that no formal presentations 
were given, but the services of a group facili- 
tator were used to brainstorm, exchange infor- 
mation, discuss preferences and jointly agree 
on solutions to the various problems present- 



ed. Third, it gave the impetus to continue to 
process and created a large network of people 
who otherwise would not have come into con- 
tact with each other. 

□ As with any organization, leadership is crucial 

The steering committee of the council has 
been chaired by a member of the University 
Affiliated Program for Developmental Dis- 
abilities of the University of Rochester which 
had brought together the group initially. The 
initial appointments to the council's steering 
committee were made as an outcome of the 
taskforce. A formal process was used, with 
representatives from various constituencies 
invited to become members. Although this 
process had the advantage of official sanction, 
it had the disadvantage of excluding mem- 
bership of some persons who had a vital inter- 
est in working with the group. There also 
was no mechanism to recruit these individuals 
later. Eventually, the rigidity of the group 
lessened and other persons were invited to 
participate. 

Parting Comments 

Every group needs a mission and tasks to 
keep its members productive. Although the 
overall mission remains the same, the experienc- 
es gained by the service providers who work 
with this population, the obstacles they encoun- 
ter and the solutions they find to surmovnt these 
obstacles become increasingly varied and com- 
plex. Also, the knowledge gained in the past 
few years of successfully integrating aging per- 
sons with developmental disabilities into the 
community forms the base of increasingly so- 
phisticated discussions which need to be shared 
with the conmiunity. 

Fiscal and budget concerns place great de- 
mands on the time which can be spent with 
service recipients. Due to the current fiscal cli- 
mate in Monroe County and in New York State, 
service providers have greater demands on their 
time to provide direct service and less time 
available to attend outside meetings and training 
sessions. This problem has prompted the Mon- 
roe council to limit its meetings to four times 
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per year, with the understanding that special 
meetings can be called on mad hoc basis. 

From our experiences, I would offer the fol- 
lowing recommendations: 

• Open membership to all interested parties in 
the community. 

• Rotate sites for meetings to permit members 
to visit each other's agencies. 

• Share mailing costs, taking of minutes, and 
logistical responsibilities. 



• Allow time for information sharing. 

• Link meetings to educational programs. 

• Share leadership, and consider co-chairs for a 
council. 

• Ask council members to perform specific 
tasks and report on them on a regular basis. 

• Consider minimal membership dues. 



Oneida County Aging and Mental Retardation/ 
Developmental Disabilities Coalition 

Kathleen M. Bishop, Angela Z. VanDerhoof and Ronald Lucchino^ 

Case Abstract: This case study describes the evolution and workings of a coalition of developmental 
disabilities and aging network agencies that came together to plan, advocate, and promote systems change 
in Oneida County in upstate New York, The coalition arose from an effort to define the needs of the 
county's population of seniors with developmental disabilities and evolved into an interagency workgroup. 
The coalition members found that their partnership arrangements helped to promote training, program 
development and greater interagency cooperation. 



Introduction 

The Oneida County Aging and Mental Re- 
tardation/Developmental EHsabilities Coalition 
has its roots in an interagency effort which be- 
gan in 1986 to address the issues related to 
Oneida County's population of aging individuals 
with developmental disabilities. The original 
task force was comprised of representatives 
from state, voluntary and local agencies in both 
the aging and mental retardatioiVdevelopmental 
disabilities networks who came together to as- 
sess the demographics of Oneida County's 



population of older adults with developmental 
disabilities. 

Oneida County, located in New York's Mo- 
hawk River valley, has a population of 250,000 
people. Its major city is Utica. It has a range 
of agencies including the Association for Re- 
tarded Citizens (ARC), an independent li ;ng 
center, state developmental services agency, 
state psychiatric facilities, as well as its own 
area agency on aging, and a college with a ger- 
ontology education program. 



Correspondence should be addressed to Kathleen M. Bishop, M.S., Rome Developmental Disabilities Service Office, Box 
550, Rome, NY 13440; Angela ZL VanDerhoof, Oneida County Association for Retarded Citizens, 14 Arnold Avenue, 
Utica, NY 13540, or Ronald Lucchino, Ph.D., Institute of Gerontology, Utica College of Syracuse University, Burrstone 
Road, Utica, NY 13502. 
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As a result of tiie initial woik of the 
iaskforce» a report. The Newest Minority: The 
Aging Mental Retardation/ Developmental Dis- 
abilities Population in Oneida County, was pub- 
lished in 1988. The report provided background 
statistics and an overview of the local issues* 
An extensive list of recommendations was pro- 
vided on specific methods to reduce barriers as 
well as strategies to promote systemic integra- 
tion. One of the outcomes of the taskforce 
report was the establishment of an interagency 
coalition in 1989, which included members of 
the initial taskforce as well as representatives 
from other agencies. 



Project Description 

Because the original task force grew in size 
and complexity, it was decided to organize a 
steering committee and appoint woridng sub- 
committees. The steering committee was 
charged with the responsibility of guiding the 
larger coalition by establishing issues and agen- 
da items for the coalition meetings. Both 
groups met on a quarterly basis within Utica. 

Subcommittees were developed in the areas 
of Professional Education, Community Educa- 
tion, Special Events, Integration and 
Fundraising. The chairs of each of the com- 
mittees serve on the steering conmiittee, report 
to the Coalition, and guide their committees in 
addressing the recommendations of the original 
task force. The subcommittees also meet on an 
ongoing and as-needed basis. 

Empowennent for the Coalition was handled 
via a memorandum of understanding (MoU) that 
was signed by the directors of the region's state 
developmental disabilities office and the Oneida 
County Office for the Aging. The MoU as- 
signed the coalition as the oversight body. 
Additionally, the executive director, of the Onei- 
da County ARC, served as a co-chair and pro- 
vided extensive resource support and the direc- 
tor of the Oneida County Office for the Aging 
served as an active member of the coalition. 



The Coalition has accomplished many of its 
original goals and continues to expand its scope 
of activities. The Coalition: 

• Held two series of ten-week cross-training 
sessions - topics included Netwoik Over- 
view, Psychology of Aging, Overview of 
Develoimental DisaWlities, Recreational 
Activities, Biology of Aging, and Environ- 
mental Design for the Aging. 

• Sponsored a series of natioiud teleconfer- 
ences on aging and develoixnental disabili- 
ties, including one in 1991 titled, Bridging 
the Networks: Dignified Alternatives for 
People who are Aging and Developmentally 
Disabled, This conference had 46 downlink 
sites in 23 states with over 2,000 participants 
and was cosponsoied by the University of 
Rochester Training Program in Aging and 
Developmental DisaUlities. 

• Initiated a statewide search for unidentified 
older people with developmental disabilities 
throu^ an electric company's bill supple- 
ment. 

• Sponsored ongoing advanced training woric- 
shops on such topics as Premature Aging, 
Down Syndrome and Alzheimer's Disease, 
and Activities Planning. 

• Guided integration projects with senior cen- 
ters, nutrition sites, and senior activities in 
the community through the formation of an 
integration committee that promoted integra- 
tion of services between networks and pro- 
viding assistance. 

• Awarded annual Emily Oliver Scholarships 
for undergraduate or graduate training in 
aging and developmental disabilities. 

• Sponsored the annual Emily Oliver Award 
for staff and volunteers who have provided 
outstanding leadership in serving persons 
who are elderiy and have a developmental 
disability. 
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• Applied and received a grant for a joint 
Oneida County Association for Retarded 
Citizen (ARQ and Resource Center for 
Independent Living (RCEL) supportive retire- 
ment program. 

• Promoted staff exchange days among Coali- 
tion agencies. 

• Held numerous local, state, national and 
international conference presentations with 
both networks represented. 

• Produced a twenty minute video. Side by 
SidCy that describes the Coalition's work. 

All of the Coalition's activities enabled the 
bridging of networks and were designed to 
increase the knowledge base, expand awareness 
of the issues, and impact the attitudes in both 
networks and the community. 



Lessons Learned 

□ Cross-training is a valuable tool for bridging 
the networks. 

Cross-training of both networks provides a 
common knowledge base which gives infor- 
mation from different viewpoints encouraging 
the co-presenters to work closely together. 
The topic, Overview of the Aging and Mental 
Retardation/ Developmental Disabilities Net- 
work, is especially suited to co-presentaticMi. 
Training is often viewed as neutral territory 
and is an excellent starting point for coalition 
building. 

□ Involving a university center or local college 
provides additional resource and credibility 
to the training. 

Part of our success with coalition building 
was attributed to the membership in the co- 
alition of the Institute of Gerontology at 
Utica College of Syracuse University. Two 
members of the coalition also served on the 
executive board of the University Affiliated 
FVogram in Developmental Disabilities' 
Training Program in Aging and Developmen- 
tal Disabilities at the University of Rochester. 
Both of these affiliations provided expert 



training and grant funding resources that 
would not CKdinarily have been available to a 
coalition. 

□ To "bridge the networks," a coalition should be 
as broad-based as possible. 

Both the aging and mental retarda- 
tion/developmental disabilities netw(xks 
should be broadly represented. Agencies 
such as the state mental retardation/develop- 
mental disabilities and aging offices, local 
ARCs, nursing homes, social day care pro- 
grams, local colleges and universities. United 
Cerebral Palsy and senior citizen centers 
should be represented. The more ownership 
the participating agencies take in the coali- 
tion's activities, the more successful the 
coalition is likely to be. 

□ A coalition's activities should be approached 
with a sharing attitude. 

During scarce budgetary times, human ser- 
vice agencies may find ii difficult to serve 
new populations of people. Often the fear is 
that by adding new people the consumers 
already served will lose services. Emphasis 
needs to be placed on the sharing of re- 
sources and the expertise between the net- 
works. All older people can benefit from 
this sharing. Such resources as trainers, 
equipment, supplies, activities, transportation, 
staff and physical sites can be shared. 

□ "Reverse" integration is a very effective 
approach to bridging the networks. 

Inviting seniors from the community to activ- 
ities and programs held by the mental retar- 
dation/developmental disabilities agencies is a 
very effective way of bridging the networks. 
A coalition becomes an enabler, fostering the 
reverse integration. Participation in activities 
conducted by the mental retardation/develop- 
mental disabilities network helps the commu- 
nity to feel more comfortable with people 
who have developmental disabilities and is 
often a way to ease fears that are based on 
lack of familiarity. 
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□ Bridging networks should take place prior to 
integration. 

The integration programs sustainable over 
long periods of time are those where staff 
bridging took place prior to the implementa- 
tion. The staff work together through barri- 
ers and issues, looking at the program as 
their mutual domain, rather than a "we-they" 
approach. A coalition can facilitate the 
bridging of specific programs. 

□ Strong support by key administrators ofagen-* 
cies participating in the coalition will enhance 
coalition activities and integration projects. 

The key administrators of the agencies par- 
ticipating in our coalition provided strong 
support to the coalition's goals and activities. 
Much of what has been accomplished could 
not have been accomplished without the 
administrators' support, especially in the area 
of resource sharing. 

In our case, this suppm was formalized through 
a memorandum of understanding signed by the 
directors of the region's state develoinnental 
disabilities office and the Oneida County Office 
for the Aging - the area agency on aging. The 
MoU assigned the coalition as the oversight 
body. 

□ Systemic integration overseen by a coalition is 
much more effective than fragmented activities. 

Bridging entire networks (systemic integra- 
tion) means that integration as a way of 
operation for agencies is sustainable and 
operational. Oppositional, fragmented activi- 
ties may have short term life expectancies 
based on the length of funding. Systemic 
integration means that resources aie shared. 

Networking is the basis for program planning 
and funding does not drive the program de- 
velopment and implem^tation. Fragmented 
activities are often activity specific. If the 
fund'ng is out, the activity ceases. Systemic 
integiation limits the occunence of this short- 
term programming process and encourages 
integration as a philosophical base. 



□ Stu^ exchang e pportunities promote Integra* 
tion activities. 

Providing staff (^)portunities to visit sites in 
the other netwoik is an effective method 
ofeducating staff about each other^s system. 
These opportunities enhance systemic integra- 
tion and joint program planning. Often, just 
knowing the contact person to call when 
there is a question or an issue about the other 
system makes a difference. 

□ The establishment of a bridging comMttee by a 
coalition can enhance integration efforts. 

Establishing a committee whose focus is on 
integiation will encourage integration be- 
tween the networics. The committee is 
charged with matching people and potential 
senior placements as well as woddng with 
staff from both netwcxks to ease fears. 

□ Strong leadership Is Important for a suecesrful 
coalition. 

Strong leaders, who help to spark interest in 
bridging the networks, are needed It works 
extremely well if that leadership comes from 
a variety of agencies in both systems. This 
diversity maintains and fost^ ownership in 
both networks. 



Parting Comments 

The Oneida County Aging and Mental Re- 
tardation/Developmental Disabilities Coalition is 
extremely proud of its accomplishments in suc- 
cessfully bridging the networks. Symbolic of 
tiie success in bridging ttie networks is the per- 
sonal friendships that have been developed 
across agencies and networks. These friendships 
help to cement the ongoing relationships be- 
tween agencies and assure that planning for 
people in Oneida County who are aging and 
have developmental disabilities is done within a 
climate of cooperation. 



/ 



Some efforts begin with "top down" or state level planning and 
development. These efforts usually result from the recognition that 
some problem or void exists and of the need to develop a means to 
address it. Many such efforts are demonstrations where the state 
attempts to test out one notion or another. Other efforts are done in 
concert with a reliable local agency which is asked to try a project and 
help the state test out an idea. 

Several of the case studies we came across were in this catego- 
ry. Although the examples cited involved an agency that carried out 
the initiative, the impetus for it came top down from the state. In such 
situations, a request for proposals (or RFP) method is generally used to 
select the participating agency and support monies are awarded on a 
time-limited basis to either test out an idea or pilot the project to get it 
started. Other times it is done by contract or by the state as its own 
provider. Usually, operational monies follow so that the agency can 
continue the initiative. 



In most instances, such efforts are designed to address a partic- 
ular problem, as is seen in the examples in this section. For instance, 
one prevalent problem is the need to provide services to seniors living 
in rural areas; another is stimulating greater retirement options. Yet 
another is expanding housing opportunities. The examples of the 
Delaware, Kentucky, New York and Rhode Island efforts show how 
public policy changes and good ideas can grow to become effective 

^2 service responses. Utah's example shows how a state program devel- 
opment effort, in the hands of an innovator, can help shape a broader 

fim4 public policy. 



The lessons learned? One certainly is that the state has the 
capacity and resources to stimulate program development as well as the 
ability^ to aid in accessing existing services. In this regard, "money 
talks;" grants and other allocation of resources can go far to make 
projects like these work. Another lesson learned is that problems, 
however seemingly insurmountable, can be overcome with creative 
mm B "^nagement and good, reliable people. As with other examples 
^1 ^ throughout the casebook, the participation of a key person, a "spark," 
K helped to make such projects work. In addition, state efforts must 

flO^ allow for flexibility so that innovation can emerge. Lastly, if the state 
stimulates such efforts, it can bring a degree of leverage that often is 
unavailable in other situations. State level agreements, or interagency 
activities, can force or ir^uence cooperation at the local level among 
providers reporting or accountable to the state agencies. 
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First State Senior Center 

Marianne Smith and Roy Lafontaine^ 

Case Abstract: This case study describes the experiences of the State of Delaware* s Division 
of Mental Retardation in developing a senior center day program of a group for seniors with 
mental retardation in one region of the state. The state agency was able to start up and 
maintain a senior program that served to aid its participants with transitioning, volunteering 
and using other community aging network resources. The project found that some difficulties 
did occur in managing the transition and that a generic senior center environment was not 
always able to meet the needs of all the seniors using the program. 



Introduction 

During the late 1970s, Delaware state agency 
staff realized that many of the state's older adults 
with mental retardation would need a senior cen- 
ter they could attend with their same age peers 
and participate in activities that would meet their 
needs and interests. Our elderly population of 
persons with mental retardation consisted of 
many adults who had once resided in our state 
institution, but were beginning to move into 
various community residential options and attend 
day habilitation programs. 

We found that age appropriate community 
skill teaching became necessary and that integra- 
tion needed to be congruent with tiie community 
inclusion and citizenship experienced by age 
peers already living as members of the commu- 
nity. With adequate social skill learning, the 
seniors with mental retardation would be able to 
become members of established senior citizen 
programs designed to serve any and all senior 
citizens. 

Thus, was bom a project that would lead to 
the development of a senior center program for 
those seniors who needed a transitional environ- 
ment to learn social and other skills that would 
aid them in being full-functioning "senior citi- 
zens." 

Delaware, called the "First State" because it 
was the first to opt into the newly formed United 
States, is somewhat of a unique state, both be- 
cause of its geographical location and small 
population size. There are two mental retarda- 
tion service regions. However, most of the se- 



niors with mental retardation are in the 
Kent/Sussex Region which comprises the south- 
em two of Delaware's three counties. In addi- 
tion, because of its small size, Delaware's state 
unit on aging, the Division on Aging, is also the 
area agency on aging. 



Project Description 

In the early 1980s, because of the limited 
capability of our local senior centers to absorb 
older Delawareans with disabilities, we decided 
to develop a senior center-type program under 
the auspice of flie Division of Mental Retarda- 
tion. Thus, in 1983, initial funding was request- 
ed for the development of a model program for 
Delaware's senior citizens with mental retarda- 
tion. This modest budget request (some 
$40,000) provided contract fiinds for the devel- 
opment of a program site, but did not contain 
money for staff lines or operating expenses. 

Even though we had monies to underwrite 
the costs of a center, to begin the projea we had 
to borrow staff and operating resources from 
other state programs. Thus, once the appropria- 
tion was approved, division and regional staff 
worked, planned, researched, and did whatever 
was necessary to develop a program that would 
provide an environment to assist in teaching 
seniors about all aspects of community life. 

Our goal was to aid a number of seniors 
within the Kent/Sussex region to retire and move 
into more age appropriate programs. We envi- 
sioned a senior center site that would be the 
heart of a range of activities to which the seniors 
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would come and then from which the seniors 
could go to learn and use more of their commu- 
nity. A site for the center was selected in Mil- 
ford and we began to recruit seniors. 

To begin, thirty older adults were selected 
from a number of adult day haWlitation programs 
operating in the Kent/Sussex Region of Commu- 
nity Mental Retardation Programs, one of two of 
the Division's community program arms. As 
each individual was referred, an assessment was 
completed and an individual program was struc- 
tured that was functional, yet relaxed. The indi- 
vidual programs were geared to provide stimula- 
tion, maintain independent living skills, stress 
health and nutrition, promote social interactions 
and cooperation, provide exercise as well as lei- 
sure time, and most importantly, to promote self- 
esteem and reduce feelings of dependency upon 
others. 

On July 5, 1988, the First State Senior Center 
became a reality. Support from the Secretary of 
the Department of Health and Social Services 
and the Director of the Division of Mental Retar- 
dation was overwhelming. Their willingness to 
meet with anyone and everyone to get the "ball 
rolling" was essential to the success of the pro- 
ject 

The overall purpose of the First State Senior 
Center program was "to recognize the unmet 
needs of elderly persons with mental retaidation 
and to develop services for them that are more in 
accord with the goals and requirements of the 
aging population within the community." One of 
the major goals of the program was to prevent 
segregation of elderly citizens with mental retar- 
dation through the promotion of integration in 
established community programs serving the 
senior population. To this end, we also set up a 
retirement assistance program that helped the 
seniors who attended the First State Center to 
become acclimated and use a variety of generic 
resources and amenities in our region. 

As more seniors were transitioned through the 
Center (about 30 a year used the Center) we saw 
the senior program growing and developing 
methods of assisting handicapped individuals to 
participate in a full community life and to ex- 



pand their social horizons. One way was 
through enrolling some of the seniors in volun- 
teering programs. 

For example, some 23 of the seniors who 
currenfly attend the First State Senior Center arc 
retired senior volunteers with the local communi- 
ty Retired Senior Volunteer Program (R.S.V.P.). 
They woik within tfie pediatric ward of a local 
hospital, developing small projects and kits for 
the children to use while recuperating, and they 
woric in a horticultural project to help beautify a 
local park. 

We also developed a senior companion sta- 
tion at the First State Center and found that this 
was one of our most productive endeavors. Dur- 
ing the past five momhs» senior companions have 
volunteered over 3,500 hours of their time to 
help our seniors in many of tfie programs at First 
State Senior Center. They have also assisted 
with transportation and with a variety of commu- 
nity integraticm efforts. 

V/hile our center program was quite success- 
ful, our initial overtures to local senior centers 
were not that productive. In the eariy stages of 
the First State Center program, we tried to make 
connections with local senior centers, but we 
found that a number of them needed special 
intervention from senior management officials to 
open up their activities to our seniors. With 
time, however, the seniors from the local com- 
munity senior centers have gradually become 
involved with our unique center and have ex- 
tended a welcome to have seniors from the First 
State Center to become part of their centers. 

On any day, tiie First State Senior Center 
serves s^proximately 35 seniors with mental 
retardation who may live witiiin a forty mile 
radius of the center. However, we have about 50 
seniors who consider tfiemselves members of the 
center and who attend at one time or another. 
The center's stafiFmg includes tiiree full-time 
workers, three part-time staff, and a number of 
volunteers. Prcservice and ongoing inservicc 
training is provided to all staff. 
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Lessons Learned 

Q New programs can evolve from creative real- 
locations of existing fiscal and personnel re- 
sources. 

Delaware has learned that by reallocating 
monies to develop community resources, it 
could develop a program that could start from 
scratch and be built into a viable senior pro- 
gram resource with its own budget. State top 
down budget and resource support was crucial 
to getting this project going and to keeping it 
sustained. 

□ While ensuring sqfety and well being of partici- 
pants, the program must be as free as possible 
from the cumbersome regulations and standards 
that normally govern operations of and can 
inhibit innovation in habilitation programs. 

The freedom to let a program model evolve 
unencumbered by traditional and regulatory 
demands means that staff can be creative and 
develop a program that will be responsive to 
the needs of its participants. 

□ The use of volunteers should be an integral part 
of planning for a seniors program. 

By involving other seniors as volunteers, 
particularly through programs such as 
R.S.V.P. and Senior Companions, you enhance 
the capabilities of seniors with disabilities to 
have role models and expectations for oppw- 
tunities for community involvement. 

Q Comprehensive public education, conducted by 
weU-qualiJied developmental disabilities profes- 
sionals is the key component of an effective and 
efficient process of aiding transitions to generic 
aging network programs. 

We found that in some instances we had to 
provide encouragement to the senior center 
personnel and members to be more accepting 
of integration efforts by public presentations 
and special meetings. Professionals in the 
field of developmental disabilities are well 
equipped to take an active part of such educa- 
tion of the community. Participation in con- 
ferences and other functions hosted by generic 



aging agencies was helpful to us to get the 
"message across." Witfi continued ^ucation 
and other forms of networking, we found that 
receptivity eventually led to acceptance. 

□ Flexible program hours and transportation sche- 
dules facilitate continuous participation of se- 
niors. 

To make optimal use of our center, we found 
that it was important to set up the mechanisms 
for the seniors to be able to get to the center. 
To model the use of community centers, we 
taught them that Center activities were at their 
di^sal, but that they had choices and that 
they had to provide input to the decision 
whether or not to participate. 



Parting Comments 

The Rrst State Senior Center is a dream ful- 
filled. It is grov/ing and reaching out to the vari- 
ous ccHnmunities in two of Delaware's three 
counties and program activities continue to in- 
crease. We have now helped twenty-three se- 
niors successfully transition into generic com- 
munity senior programs. We have found that 
people are working together to meet the needs of 
the Delaware's seniors with mental retardation. 

In order to serve more people, plans are un- 
derway for the implementation of another senior 
center, which is based on the premise of First 
State Senior Center, in order to serve more peo- 
ple. We have also foimd that for some seniors 
the activities at the Center are too imstnictured 
and we are making plans to develop a social 
model day care program. 

In retrospect, the successful establishment of 
the First State Senior Center was the end result 
of years of creative plarming and dedication to a 
conmion purpose. The individuals who contrib- 
uted to this success are too numerous to mention. 
Yet, the fact that senior citizens vrith mental 
retardation now enjoy an improved quality of life 
in Delaware is a tribute to those people who are 
determined to keep the vessel of hope overflow- 
ing in the First State. 
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Kentucky's Rural Assistance Project 



James A. Slone^ 

Case Abstract: This case study describes the experience of the Kentucky Division of Mental Retardation 
in stimulating rural services development for older individuals with mental retardation in Kentucky's 
Mason County area. The Division worked through a rural developmental disabilities agency to open up 
existing rural senior and social services through the use of a services development coordinator. The 
result was a five county rural area which provided greater access to senior and other social services. 



Introduction 

Elderly persons with mental retardation who 
live in rural areas often have not had the same 
opportunities to participate in their community's 
basic socialization, education, recreation and 
support services that are open to other seniors 
(or younger persons with a handicap). This case 
study describes the development of a special 
effort that was targeted toward enabling seniors 
with mental retardation living in a rural area of 
Kentucky with accessing their community's 
aging network services. It also illustrates the ef- 
fects of the program upon two individuals. 

The state of Kentucky has a diverse popula- 
tion. However, according to the Kentucky Eco- 
nonUc Handbook^ some 80 percent of the state's 
citizens live in rural areas and some 15% of its 
population is elderly. Traditionally, the state's 
rural areas have not developed adequate services 
or programs for individuals with mental retarda- 
tion. 

As one of its concems, the State Division of 
Mental Retardation began to investigate the 
needs of the state's older population of persons 
with mental retardation. One of the questions 
raised was: Does Kentucky have an elderly 
population with mental retardation, and if so 
who and where are they? Older persons with 
mental retardation, in the broadest sense, were 
defined as: "older citizens who were unable to 
read, could not write, and lived at or below the 
poverty level." 

The Division's inquiries detennined that 
only a small number of individuals with mental 
retardation over age 60 were in community ser- 
vice programs. It also found that the four state- 



owned ICF/MR facilities served only 11 seniors 
age 60 or older, the five private facilities served 
only 15, and the one private school served 28. 
Further, an additional 340 seniors with mental 
retardation age 60 and older were found to be 
residing in nursing homes across the state. The 
14 regional mental health/mental retardation 
(MH/MR) boards - the designated regional 
planning authorities for the state's community 
based services - served some 142 elderly se- 
niors from across the state, mostly in the state's 
uiban areas. 

Thus was bom a special project to improve 
outreach and access for Kentucky's seniors with 
mental retardation living in rural areas. 



Project Description 

In 1986, the Kentucky Division of Mental 
Retardation (DMR) funded a demonstration 
project for elderly individuals with mental retar- 
dation who resided in five rural counties along 
the Ohio River in northeastern Kentucky (an 
area of some 52,500 people). The selection of 
this region was based on the DMR's interest in 
providing new service options for rural seniors, 
locating a rural area that would provide an 
opportunity to dismiss some of the myths 
around the unavailability of services (such as 
transportation and recreation/leisure opportu- 
nities) and the inaccessibility of local senior 
programs, and finding a provider agency which 
had a high level of professionalism and enthusi- 
asm among its management and the direct ser- 
vice staff toward taking on new projects. The 
DMR was also interested in starting a project in 
an area in which few seniors with mental retar- 
dation were being served. Because a prclimi- 
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naiy survey revealed that there were none, this 
particular region was ideal. 

The major provider agency chosen to partic- 
ipate in this demonstration project was Compre- 
hend, Inc., located in Maysville, Kentucky (a 
rural community of some 7,900 people), the 
county seat of Mason County. Although located 
in Maysville, Comprehend serves the surround- 
ing five counties. The DMR gave the agency a 
$50,000 program development grant that was to 
assist them with program development, 
outreach, and networking. The author, at the 
time with the Kentucky DMR, was the state 
project liaison. 

The original plan for the demonstration 
project was to serve 10 to 12 older individuals 
with mental retardation in the one community. 
It was anticipated that a combination of generic 
services and funds from the grant would be used 
to support the participants in individualized 
programs. The expectation was that the grant 
would enhance and enrich each senior's choices 
and options to use available resources within 
Mason County. The available coimnunity re- 
sources included a regional medical center, a 
local health department, a public library, a com- 
munity college, churches, two smaU shopping 
centers, a newspaper office, and a senior citi- 
zens center. 

This particular community is the site of the 
offices of a number of the state's social service 
agencies for the region. Among these agencies 
were the Department of Social Services, the 
Area Agency on Aging and the Private Industry 
Council. The available transportation system 
consisted of a small taxi company and a city 
bus line. 

Named the Kentucky Rural Assistance Pro- 
ject, the demonstration project was designed to 
be implemented in several steps. 

■ Step 1 - select and train a project coordi- 
nator. The person selected for the position 
had worked with many of the agencies in the 
conmiunity on advisory boards and as a 
volimteer for many years. Her experience 
proved to be invaluable later when it was 



time to begin serving the target population. 

■ Step 2 - conduct networking and lay the 
foimdation. About three months were spent 
sharing information with the established 
agency networks and exploring the steps to 
develop a working relationship for multi- 
directional referrals. 

During the first three months, we worked to 
let Mason County's agencies know that the 
projea expected to establish a working relation- 
ship with each participating agency in assisting 
the individual on an as-needed basis. However, 
early information arui previous experiences in 
other programs indicated that elderiy persons in 
general would not readily welcome peers with 
mental retardation into their senior centers. 
Thus, a plan was put into effect to provide so- 
cialization opportunities tfiree days per week at 
the project office site. The site, located within 
the general facilities used by Comprehend, Inc., 
included a three room house (a kitohen, activity 
rcx)m and a reception area with couch and 
chairs) plus an office for the coordinator. The 
Comprehend, Inc. site occupied a building that 
was previously a nursing home. Thus, the Ken- 
tucky Rural Assistance Project created a tempo- 
rary senior center for the use of the project 
participants. 

■ Step 3 - conduct an outreach effort to locate 
isolated or uninvolved seniors within the 
rural environs of Mason County. 

Once a senior was identified and invited to 
participate in the project, a staff psychologist 
conducted an informal interview with the person 
and attempted to assess his or her needs and 
abilities. Interestingly, it was found that each 
person referred had no history of previous ser- 
vices from the agency, and medical records and 
family members were not always availal^e to 
verify their history of mental retardation. 

Part of the intake process consisted of as- 
sessing the aWlities of each person, his/her cur- 
rent situation and living conditions, activities, 
interests, and medical/health conditioa The 
project staff then created individualized activity 



ERLC 



38 



28 



Integration Experiences 
Casebook of Program Ideas in Aging and Developmental DisabUities 



Mr. AUx C. 

Mr Alex C.isa large man who lives in a personal 
care home wUh two oiher individuals. He does noi 
read or write, and is mildly mentally handicapped. 
Mr C. has no family in the area. He never received 
any formal education and had not been a client of 
the regional MH-MR board. He has heart disease 
and wears a pace maker. 

Mr. C was 64 when he began participating in the 
project. When we first met him, his daily activity was 
to leave his home each morning and spend hours 
walking the streets of his community visiting any 
businesses which had extended friendship. Mr. C. 
pestered the community because he had nothing 
better to do wi^ his time. He also spent a great 
deal of time at the health clinic because of his 
health worries. After initial interviews with Mr. C, 
we realized thet he was getting adequaU meals and 
supervision from his care provider, but needed some 
new opportunities and choices for spending his free 
time, individualized programming included having 
lunch in the community's restaurants with the 
project coordinator and one or two other project 
participants once a week, coming to the project 
offices on a regukw basis, and using the entertain' 
ment and recreational resources in his community. 
Outside opportunities included shopping excursions 
to CincinnatL 

Medical appointments were a problem for Mr, C at 
the beginning of the project. Now he has other 
activiUes to keep him busy and his mirui off his 
health concerns. After five years of participating, 
Mr, C.isa member ofAARP, is a five day per week 
volunteer at the senior citizen's center (he is in the 
VISTA program) helping serve the lunches, and 
spends his t^nwons in another program which has 
eliminaud his wandering the streets and the poplin 
visits to the busitusses. Mr, C participates in the 
pltmned activities of our elders program when his 
schedule allows. He has been able to attend the 
annual county fair, a major social event for the area 
and one in which he never before had a chance to 
participate. Mr. C. has achieved a new level of 
activities which include itUeracting with age peers 
and being aecepud in Oteir social activities. Some 
of these activities include shoppittg at the mall and 
participating in the social events of the community. 
He goes to church weekly with a female friend and 
has become very involved in that relationship. 



plans designed to provide the necessary support 
services and activities that would enable the 
senior to make choices and assess the options 
available to him/her. The goal of the project 
was to leave the participants in better positions 
than they would have been had they not become 
involved with the project. 

During the early part of the project it be- 
came clear that we would not have open access 
to MaysviUe's senior center. We thus set up a 
project-run senior center program at the Com- 
prehend facility site which we used initially for 
acclimation and as a stepping stone to the 
town's other social activities. However, the 
senior center was located across the parking lot 
from oiu- project and overtime interactions be- 
tween the project coordinator and the senior 
center director lead to the sharing of information 
about the needs of our project's participants. 
From this, the attitude of the center director 
changed. As a result, the senior center director 
invited the project participants over for lunch 
and then gradually invited them to participate in 
the center's activities - thus achieving the inte- 
gration that we had expected. 

We found that by carefully planned commu- 
nication and formal appointments with the vari- 
ous service agencies' management, we were 
able to set up a referral system that helped to 
identify seniors in need and get them into the 
services best equipped to aid them. 

■ Step 4 - expand the project's scope to the 
surrounding counties. 

By die end of die first year. Comprehend 
expanded the project to all five counties. Cur- 
rentiy, more tiian 150 individuals have been 
referred to the project which now has a edacity 
of serving 35 older individuals during any 
month and has activities in all five counties in 
the region. The average age of the paitiicipants 
is 74.5 years; the range is 55 to 91. The partici- 
pants fimction in the mild to moderate levels of 
mental retardation; many have some age-related 
health problems (as would be expected in a 
rural, low income area); however, some 25% are 
free of any major medical problems. 
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Ms. Blanche M. 

Ms. Blanche M. was a smaU, seventy-one year old 
lady who was Aought to have mild mental retarda- 
tion. She could not read or write, had never re- 
ceived any formal education^ and had no previous 
history wiOt the regional MH-MR Board. She lived 
alone in a public housing unit and did not have any 
living relaiives. Athough isolated in ^e communi- 
ty, she received some assistance with her mail and 
other personal business needs from neighbors. 

The first contact with Ms. M. by the project coor- 
dinator indicated that she was a suspicious individ- 
ual who was not sure if the project could do any- 
thing for her. Some years before, she had worked 
as a volunteer in the local hospital but had been 
"retired" as a result of poor personal hygiene. 
Because of her inability to read^ she developed a 
feeling that socia', agencies were reluctant to provide 
assistance. After seventy-one years^ she had grown 
bitter. However, she agreed to participate in the 
"elders project" on a triiU Iktsis* 

Each week, Ms. M.*s participation in the project 
brought about more and more changes. Trips to the 
beauty shop to have her hair washed and set im- 
proved her self-esteem to the point that she en* 
hanced her daily care. As a result of these changes, 
the project coordinator was able to get her back into 
the hospital volunteer program. Ms. M. participated 
in the activities, enjoyed the community lunch dates, 
and her volunteer work. 

During the spring of 1987, she expressed an interest 
in gardening and growing flowers. However, the 
public housing had limited places for gardening. 
The "elders project" purchased bedding plants and 
provided space that Mowed Ms. M. to garden after 
she had completed her shift as a volunteer. She 
also received assistance from the "elders project" in 
paying her monthly bills, getting around, dealing 
wiA other agencies, and making and getting to 
medical appointments. 

In February 1988 Ms. M. died in the hospital where 
she worked as a volunteer. Her participation in the 
project expanded the opportunities and choices of 
activities she was able to enjoy during the last four- 
teen months of her life. She participated in the 
activities of the senior cittaerts center, the elderly 
project, and as a community volunteer. She devel- 
oped new friendships and er^yed more activities 
than she would have had she not made the decision 
to participate. 



What has been the impact on the lives of the 
individuals who participated in the project? The 
first group included two persons, Ms. Blanche 
M. and Mr. Alex C, who, like many of the 
others, appeared to benefit greatly. Their vig- 
nettes attest to the success of the rural assistance 
project 



Lessons Learned 

□ A state initiated project, backed by development 
fttnds, can have a beneficial effect on an area*s 
ability to serve its seniors. 

A state tqp down process can help stimulate 
local program development However, it 
should be accompanied with adequate devel- 
opment funds to enable the agencies partici- 
pating to cany out the project 

□ No matter fiow isolated people were, Acre was 
somebody in the community who seemed to 
watch out for Aeir interests. 

We found that all of the seniors who became 
involved in our project had a neighbor who 
was aware of them and seemed to look after 
them in some marmer or another. This as- 
pect was indicative of the nauue of the rural 
community we chose to use. 

□ The project coordinator worke^i individually 
with each agency, but it would have been better 
to have an interagency workgroup. 

The project has assisted a number of the 
seniors in applying for and receiving assis- 
tance to which they are entitled which in- 
cludes supplemental security income, food 
stamps, rent subsidies, weatherization and 
fuel bill assistance. Some of the people have 
been relocated £rom substandard housing. 
Although the project coordinator was instru- 
mental in getting much of this done, it might 
have been easier and quicker if we had first 
brought together all the relevant agencies and 
got them involved in an interagency 
workgroup. 

□ Having a petty cash fund was crucial to helping 
in emergency situations. 

Sometimes just having small change to help 
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pay someone's electricity bill or buy some 
new shoes made the difference in day-to^y 
survival. We would highly recommend hav- 
ing some discretionary funds to address small 
outlays cm behalf of the seniors. In this 
rural, low income area, the seniors often were 
very poor and had very limited resources. 

Parting Comments 

Our success hinged upon meeting the indi- 
vidual needs of each person and providing coor- 
dinated services, with subtle advocacy, that 
enab 1 them to receive all the benefits neces- 
sarj enhance their lives. The ability to devel- 
op fnendships, have accessible transportation 
and be able to access the generic age-appro- 
priate service systems within the community 
provided the seniors with the opportunity to 
make choices and to exercise options that were 
not being used for various reasons, including the 
inability to understand what is necessary to re- 
ceive specific benefits and services. Our ap- 
proach to making individualized needs deter- 
mine most of the structure and makeup of pro- 
grams and services seemed to woric best. 

Over the years, the project has networiced 



with more than 40 public and pr /ate agencies 
and service providers in the five counties. The 
first participants in the mral elderiy project pro- 
vided us with invaluable information and ex- 
periences that helped us expand the state's ef- 
forts to develop individualized appropriate ser- 
vices and programs in other mral areas. We 
were particulariy concemed that each of the 
seniors could make choices as to what they 
actually wanted to do. The two seniors we 
chose to illustrate the project's efforts are only 
illustrative of all of the others. There were 
more than eighty additional life stories available 
— they included two sisters and one brother and 
a mother and daughter who lived by themselves, 
and others who lived in mobile homes, nursing 
homes, board and care homes, personal care 
homes, on farms, or in public and senior hous- 
ing. 

If there is one lesson to pass along then it is 
that such state initiated efforts can woric and 
that services in rural areas can be mobilized, 
accessed and made available for older adults 
with mental retardation living in isolated and 
rural areas. 



Utah's Supported Retirement Program 

Gerald J. Nebeker and Deborah O'Dell^ 

Case Abstract: This case study describes a project in Tooele, Utah that began as a response to a state 
call for residential relocation projects. Twelve seniors were aided in finding apartments in the same 
neighborhood. The agency went on to aid in supporting daily self-directed program activities and aiding 
the seniors with integration as full participants in a local senior center and other community activities. 
This project was unique in its creative means of complying with accountability regulations, while being 
able to change state policies and mandates to accommodate an unexpected purpose. 



Introduction issued by the State of Utah, Division of Services 

for People with Disabilities to establish commu- 
In 1987, a Request For Proposals (RFP) was nity residential programs for senior citizens with 
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mental retardation/developmental disabilities. 
At the time, Utah did not have appropriate pro- 
grams to meet the needs of this population. 
Each of the individuals who were identified for 
these programs were living in long-term caie 
facilities for the mentally retarded (ICF/MR) or 
other nursing homes. Many of the individuals 
had been residents of some type of institutional 
facility for most of their lives. 

The sole purpose of the grant was to estab- 
lish residential programs. Given the existing 
policy stmcture, it was the state's intent that the 
individuals rcfemed would attend traditional 
workshop programs during the day. It should 
be noted that in Utah, at the time of this 
program's inception, a residential program had 
requirements and funding completely separate 
from day activity programs. It was more the 
rule than the exception for an individual to 
reside in a residential program run by one agen- 
cy and attend a day activity run by another 
agency. 

To illustrate this process, this case study will 
examine one contract that was awarded to de- 
velop a residential service for seniors to Resi- 
dential Services, Inc. (RSI) - an agency that 
provides programs to a niral part of Utah. 

Once the contract was awarded, the staff of 
RSI met with each of the individuals selected 
for the program to determine their strengths, 
limitations, and desires. RSI's administrative 
personnel felt that a holistic approach was es- 
sential in order to best meet the individuals' 
needs. It was the consensus that these senior 
citizens, like all other senior citizens, should be 
able to retire and rest finom their life's labor. 
Based on an individual interview with each of 
the program participants regarding his/her life's 
preferences, RSI proposed a model outside the 
existing policy structure. The model went be- 
yond the original intent by including the day 
activity with the residential program as a total 
package. With some of the standard system 
reluctance, the state agreed and consented to 
pilot a holistic program that integrated both 
residential and day activities. This model even- 
tually became known as "Supported Retire- 
ment." 



Project Description 

Tooele, Utah is a rural community with a 
population of 14,000 and although there are a 
number of individuals with developmental dis- 
abilities in that commxmity, there were few 
programs to serve them. In awarding the con- 
tract, the state required that a program be estab- 
lished in Tooele. TTiis requirement was in re- 
sponse to the lobbying efforts of the conmiunity 
to increase its service options for individuals 
with disabilities. 

Twelve individuals were involved in the 
Tooele site: nine men, and three women. Their 
ages ranged trom 55 to 76. Each had a diagno- 
sis of mental retardation - the range of mental 
retardation was mild to moderate. Many had 
some type of physical disability: one had cere- 
bral palsy and was wheelchair dependent, one 
had left side hemipaiesis, one had a visual im- 
pairment and two others had hearing hnpair- 
menis. Most had other medical conditions such 
as congestive heart disease, emphysema, diabe- 
tes and/or conditions incident to aging. One 
had a secondary diagnosis of schizophrenia. 

In establishing the program several barriers 
needed to be overcome which will be detailed 
as follows: 

■ Finding a Home: 

» Securing appropriate housing was not as 
difficult as anticipated. RSI approached a 
real estate agent who happened to be the 
owner of an available duplex. The agent re- 
ferred RSI to another individual, who then 
purchased a HUD repossessed property 
especially to rent to RSI. ^ 

» The guarantee of monthly rental payments 
and the assumption of liability for damages 
was an incentive for the landlords to be very 
cooperative which was a surprise based on 
previous experiences with skeptical and 
sometimes bigoted landlords in more urban 
settings. 

The individuals expressed a desire to live in 
their own apartments with one or two room- 
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mates: No more than three individuals were 
housed in any one apartment The ^aitments 
were duplexes in relative close proximity to 
each other. Many of the individuals were able 
to have their own room and only shared a room 
if they so desired. Surrounding duplexes con- 
tained individuals and families whose income, 
life style, and age represented a cross-section of 
the general population of Tooele. 

■ Fitting into the community: 

These individuals were well-received in this 
neighborhood. Possible reasons may have been: 

» The whole neighborhood consisted of rental 
imits. 

» The individuals were living in small clusters 
rather than in one largt group home facility. 

» Various religious denominations took some 
of the individuals belonging to their respec- 
tive churches "under their wing" and provid- 
ed fellowship. This acceptance was unique 
to this rural program as RSI did not encoun- 
ter a similar experience with programs locat- 
ed in more urban areas. 

» Generic services were used such as shopping 
in the local supennaricet, recreating in the 
same places, going to the same physicians, 
having hair done by the same barbers and 
beauticians as the rest of ^he citizens of 
Tooele. These activities exposed the com- 
munity to all of the individuals with disabili- 
ties and established them as equal citizens of 
the community. 

Direct experience is the best teacher, and it 
did not take long for this small community to 
have successful exposure experiences which 
resulted in significant attitudinal changes and 
greater support in general. 

■ Making the day program fit the people: 

» The establishment of this component rep- 
resented a significant challenge because 
of the lack of precedence in Utah for a 



home-based model. A review of the 
literature also produced few such models. 
After battling with the definition of re- 
tirement, RSI's philosophy was that re- 
tired persons in the general population 
base their activities out of their home and 
engage in these activities singly, with a 
spouse, companion, or a friend. The 
only exception would be the relatively 
small amount of time spent in organized, 
senior citizen activities. It was conclud- 
ed that other eldetly individuals do what 
they want to do when they retire. 

The key element in RSI's design was indi- 
vidual choice. The participants and staff met to- 
gether to discuss the definition of retirement and 
what that means. The participants were asked 
what they wanted to do with their time ik>w that 
they did not have to go to woikshop. Coming 
from institutional backgrounds, personal choice 
was not something with which they were famil- 
iar. It took some time for them to feel comfort- 
able in making their own decisions and coming 
up with ideas. The staff made suggestions and 
created the of^rtunity to expose these individu- 
als to different activities. Eventually, they be- 
gan to take a more active part in choosing their 
activities. They began to think creatively about 
crafts or activities in which they wanted to 
participate. The activities were community- 
based and the participants chose which crafts 
they would engage in while at home. 

■ Making the program meet state re- 
quirements: 

» The state's requirements were the cause 
of some discussion among social service 
personnel responsible for auditing the 
program. As with non-disabled retirees, 
as their health and energy decline, they 
often take naps during the day. What 
would h^pen if a federal auditor came 
in and observed one of the participants 
taking a mpl It was decided to have 
each of the participants get a physician's 
prescription for rest, PRN (as needed), to 
meet the letter of the policy require- 
ments. 
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Policy traditionally required documentation 
of progress or retention of skills which posed a 
pioblem when the program allowed individual 
choice to the degree that it did. For example, 
some of the individuals wanted to volunteer 
some of their time to woik in a local food bank 
for the homeless. Others wanted to devote 
several hours each week for church woik. 
Others bought goldfish, resold them at a county 
fair and raised enough money to take a trip to 
Idaho to visit Yellowstone National Park. 



Lessons Learned 

□ The best way to meet the requirements should 
be to document progress or retention of skills 
based on skill categories rather than on specific 
activities. 

It did not make much sense to develop a program 
plan specifically for selling goldfish or for going 
to Idaho. It made much more sense to consider 
selling goldfish and going to Idaho as methods of 
increasing skills in a broader categories. The 
categories selected for the prog^an were commu- 
nity integration, leisure skills, behavior skills, 
communication skills, gross/fine motor, self-care 
skills, home living, and money management 

All activities were classified into one or more 
of these broad categories. RSI staff docu- 
mented the type of activities chosen, how tlie 
individual peiformed, interventions and in- 
structions necessary to accomplish the activi- 
ty, and completed monthly progress notes for 
each category. This approach met the needs 
for funding accountability, but also allowed 
for the individualization desired. 

Q Resistance or adverse reactions at a senior 
center can be overcome. 

Attending a senior citiz^s center is an important 
activity for many retired individuals, however, 
RSI encountered significant resistance from the 
membership of the local senior citizens center. 
Two individuals began attending the center and 
did so without incident No one knew they had 
mental retardation. Then RSI ^iproached the 
center director to request that others with more 
visible disabilities be allowed to attend. He was 
very supportive and took the request to the cen- 



to's board which brought it to a vote. They 
voted to limit the **retarded" individuals* atten- 
dance. They communicated fears and miscon- 
ceptbns which firom an outskle perspective 
seemed rather trivial. For example, one of the 
reasons given for limiting access was that the 
"retarded individuals would call 'Bingo' out of 
turn" if allowed to attend and participate. 

We decided not to challenge the senior center but 
rather to continue the program approach already 
begun. After a few months, the senior center 
asked if some of their patrons with Alzheimer's 
disease could join with the Supported Retirement 
group as the activities were more stimulating and 
interesting than the senior center's. Some of the 
individuals with Alzheimer's disease hsq)pened to 
be spouses of senior citizen board menbers 
which eventually led to a positive perception 
from the senior center's membership. 



Parting Comments 

Our efforts were a good example of how a 
laudable state effort was expanded and became 
the focus of iimovation. We were able to secure 
housing, develop and help with using a range of 
day activities options, and "crack open the door" 
at our local senior center. The senior center 
option was not an easy one at first, but, eventu- 
ally full-integration was allowed. At first, the 
Supported Retirement group was completely 
segregated at lunch and in all activities. Even- 
tually, as boft groups got used to each other, 
segregation gave way to full integration. Now 
it is virtually impossible to distinguish "who's 
who" as friends simply sit by friends regardless 
of disaHlity. To illustrate, the basement of the 
center had pool tables which were "sacred 
ground" to the men that bought and placed them 
there. No one played pool except for those few 
men. As acceptance increased, the men eventu- 
ally insisted that one of the pool tables be 
moved upstairs to accommodate a supported 
retirement individual who was in a wheelchair. 
The whole process took three years to achieve, 
two yeais before the senior center could be fully 
utilized and another year before fiiU indistin- 
guishable integration was achieved. 
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The following points are important to creat- 
ing new efforts: 

• It is important to stress similarities rather 
than differences when attempting integration 
into any existing non-disabled community 
program or group. 

• Avoid paradigm paralysis - how it is, is not 
how it has to be. Be willing to "take the 
heat" to make the necessary changes. A 
program will be successful only if it is based 



on people rather than policy. 

• The best methods of ameliorating prejudice 
are through education, experience, and expo- 
sure. 

• Although legal means could have been 
sought to force attendance in the senior 
center, patience, compassion, and under- 
standing of the community and their growth 
process paid greater dividends in the end. 



New York's Senior Day Programs 

Sharon A. Bradbury and Matthew P. Janicki^ 

Case Abstract: This case study describes the efforts cf New York State's developmental disabilities 
agency in developing a series of model senior retirement programs based upon social model day 
programs. Through several competitive RFPs» the agency chose 31 programs, from within both the 
aging network and the developmental disabilities system. Following three years of operation, six initial 
programs are serving some 270 persons and an additional 25 programs are serving some 340 persons in 
a variety of settings and under various conditions. With the flexibility that comes from new monies and 
regulation-free program development, providers can be creative and innovative in designing new 
programs and offering retirement opportunities. 



Introduction 

Recognizing that the population of older 
r^ew Yorkers with developmental disabilities is 
expected to increase throughout the next two 
decades, and anticipating the transition of indi- 
viduals currently attending vocational and habil- 
itation programs who desire "retirement" op- 
tions, the New York State Office of Mental 
Retardation and Developmental Disabilities 
(OMRDD) and the State Office for the Aging 
(SOFA) sponsored a series of demonstrations 
supporting the evolution of senior retirement 
programs for older individuals with develop- 
mental disabilities. 



Prior to this effort, the two agencies, vAth 
funding assistance from the state's developmen- 
tal disabilities planning council, had overseen a 
series of feasibility projects that looked at how 
to adapt the aging system's programs to meet 
the TKieds of older New Yorkers with a develop- 
mental disability. These feasibility projects 
showed that older adults with developmental 
disabilities could be successfully integrated into 
generic community aging network programs, 
such as senior centers and congregate meal 
sites, and into specialized community aging 
programs such as adult day care. 

After the feasibility projects were completed, 
OMRDD and SOFA decided to develop addi- 
tional social model adult day care programs 
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under OMRDD's auspice. The feasibility pro- 
jects had shown us that it was possible to aid 
seniors with developmental disabilities in using 
local aging netwoik resources. However, they 
also showed us that for those older adults who 
were unable to use senior centers, there was a 
need for more adult day care type programs. 
Such services, it was reasoned, could not only 
meet the needs of the state's seniors with devel- 
opmental disabilities, but could also serve older 
adults with similar functional impairments who 
needed a supervised day program. 

Thus was bom a new initiative to develop 
senior day programs. This development was 
based on the following assumptions: 

• Continued labelling of persons as "develop- 
mentally disabled" into advanced age served 
no programmatic purpose. 

• The State was moving in the direction of 
imiversal adult day care for the elderly in 
accord with the Governor's Long-Term 
Care Policy and Coordinating Council. 

• Although many of the county offices for 
the aging did not yet fund social model 
adult day care, several were interested in 
joint venmres with OMRDD. 

• Although most OMRDD day programs 
for seniors were in a Medicaid funded 
day treatment category, most older adults 
with developmental disabilities did not 
require such intense day services. 

• Since not all seniors with developmental 
disabilities could readily blend into existing 
senior centers, a new day program model 
was needed that would offer a transition 
service and also meet the "retirement" needs 
of more cognitively impaired older persons 
with developmental disabilities. 

New York is a large state in terms of it 
geography and diverse in tenns of its popula- 
tion. Of its close to 18 million people, 17% are 
over the age of 60. With regard to the aging 
network, there are 59 area agencies on aging, 
almost equal to one per each of the state's 62 



counties. It is estimated that there are some 
12,000 older New Yoikers with a developmental 
disability, many of whom could be users of 
aging network or specialized senior day pro- 
grams. 



Program Description 

As a result of enabling legislation passed in 
1988, initially six senior day program demon- 
strations were funded. Interested agencies were 
identified through a request for proposal (lUFP). 
The models chosen for funding were to be de- 
signed in a way that would assist older persons 
with a developmental disability lo move from a 
Medicaid funded day treatment or state funded 
day training program into a c(»nmunity-based 
program that would have a retirement focus and 
be integrated within the aging netwoik. 

As a result of the RFP, a la^ge number of 
excellent applications were received from 
around the state. From this pool of applica- 
tions, grants were awarded lo six agencies 
which began their programs in the fall of 1988. 
The agencies chosen each established a senior 
day program open to eldeily persons with devel- 
opmental disal^lities. Five of the demonstra- 
tions were operated by disability agencies (one 
each in Erie, Steuben, Sullivan and two in 
Queens coimtics) and one by an aging netwoik 
program (in Chautauqua county). 

These initial senior day prDgram demonstra- 
tions were built upon the social adult day caie 
model, and as demonstrations were regulation- 
free. The focus of these programs was on 
socio-recreational activities and on more devot- 
ed stafD^articipant interactions. This design 
allowed seniors to be able to choose from a 
range of age-appropriate activities offered in a 
relaxed and comfortable setting. Much of the 
focus was on variety axKl choices, with both 
intra- and extramural activities involving com- 
munity amenities. 

During the course of their development, the 
projects were visited by OMRDD central office 
staff and state field staff and offered technical 
assistance. The central office staff also held a 
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cluster meeting, drawing together the staff of 
these projects with odiers who ran similar senior 
programs. Training was also provided through 
the aging and developmental disabilities training 
center at the University of Rochester. Concur- 
rent to the demonstration development, special 
efforts were made to develop local network 
groups whose members could assist each other 
and sh^ referrals and program practices. A 
number of such groups evolved around the 
state. 

By the summer of 1990, the demonstration 
sites were serving 270 older adults. The aver- 
age number of persons enrolled per program 
was 4S; the smallest program had IS and the 
largest program has 118. Not all participants 
attended each day. Most of the seniors were 
between 51 and 79 years of age; about half 
were in the 60 to 69 age group. 



^'Although many seniors wiU 
have the autonomy and capability 
to attend senior center activities 
of their own choosing and be 
involved in other retirement 
activities, others may need 
settings that provide more 
structured opportunities and 
activities that are to their liking 
and level of capability/^ 



The one aging network: program, operated by 
the Chautauqua County Office for Aging, served 
about 45 persons, eight of whom were seniors 
with a developmental disability. Originally, this 
program started out serving only three seniors 
with developmental disabiUties. Three of the 
programs served seniors without a developmen- 
tal disability who required adult day services. 

The number of paid staff per program varied 
from one program setting to another, ranging 
from 2 to 13. The average was 6.3 staff per 
program. The staff/senior ratio ranged from 1:4 



to 1:10. Besides the paid staff, five of the pro- 
grams used volunteers from a variety of sources. 
The number of volunteers in the programs 
ranged from 3 to 13, with an average of 6.8 per 
program. Volunteers came from a variety of 
sources, including OMRDD's senior companion 
project, the Retired Senior Volunteer Program 
(RSVP), Green Thumb (a federal stipend pro- 
gram), and independent volunteers. 

The types of activities available at each of 
the senior program sites varied. However, the 
pervasive philosophical theme was that individ- 
ual participants should have the ability to 
choose from a wide range of activities offered 
in a friendly and comfortable atmosphere. 
Coirmiunity amenities and services were tied in 
whenever possible to enable the seniors to feel 
as an integral part of their community. Some of 
the seniors even became involved in volunteer 
activities in their commtmities. 

Common program features included health 
and sensory assessments, recreation and social 
activities, exercise and physical fitness, and 
reminiscence and group discussions. Depending 
on the location and availability of community 
resources, participants had the opportunity to 
interact with other elderly individuals. Some 
participants were involved in exercise and fit- 
ness classes for the first time in their lives. 
Extramural recreation activities enccnnpassed 
community field trips to such settings as parks, 
museums, shopping centers, and concert halls. 
Some intergenerational activities with child care 
settings, and cooperative programming with 
corrmiunity senior centers also took place. 

The senior day programs were sited in a 
variety of settings. The two downstate pro- 
grams, located in the borough of Queens, occu- 
pied space in buildings designed to provide a 
range of other services to individuals with de- 
velopmental disabilities. The four upstate sites 
were in a variety of towns and locations. One 
used the social rooms of a Salvation Army cha- 
pel; another was located in a free-standing 
building in a small village. Another was co- 
located in a building with other programs serv- 
ing individuals with developmental disabilities. 
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The one aging network program in a niral coun- 
ty had two sites in church social halls. 

In 1990, after an evaluation of the six initial 
demonstrations, we were able to secure addi- 
tional funding from the legislature for a consid- 
erable expansion. The issuance of another RFP 
diew a considerably larger response. From 
among some 40 applications, 25 new programs 
were selected for funding. This time 15 of the 
25 new programs were in agencies associated 
with the aging network; the balance were in 
develqnnental disabilities provider agencies. 
Together, these 31 programs were now located 
in 28 of the state's 62 counties and served some 
317 seniors. The programs were located in a 
variety of sites, including free-standing build- 
ings, churches and synagogues, within generic 
service program buildings and in senior centers. 



In 1992, an another RFP was issued based 
upon funding for an additional 164 senior pro- 
gram spaces. This time, however, the RFP not 
only c^ed for applications for new senior day 
programs, but it also included a call for 



retirement assistance projects. These projects 
served to round out the options being developed 
by the State. Not only was there an increased 
availability of adult day care type programs - 
the senior day programs - but there were also 
funds to aid seniors in enhancing their retire- 
ment by retirement coaching, aiding in using 
amenities of their choosing, and becoming more 
a pait of the senior community. 



Lessons Learned 

□ Such programs seem to meet the needs in areas 
where social model day care is not avaOaNe, or 
where health day care programs are the onty 
option. 

A range of options should be available to aid 
seniors with a developmental disability. 
Although many seniors will have the autono- 
my and capability to attend senior center 
activities of their own choosing and be in- 
volved in other retirement activities, others 
may need settings that provide more struc- 
tured o[]^rtunities and activities that are to 
their liking and level of capability. We 
found that we should expand this program 
model to other areas, particularly to those 
without adult day resources oi where the pro- 
pordon of seniors is above the state average. 

□ Although turnover was relatively low, continued 
training is still important, particularly as more 
programs serving seniors come on line. 

We did not observe a great deal of turnover 
among the staff who woriced in the demon- 
stration projects. One manager commented 
that while his staff were quite experienced at 
what they did, he missed the ability to turn 
over staff and the new ideas that came with 
that. There was agreement that expanded 
cross-training of both aging and developmen- 
tal disability providers would be helpful. We 
found a nauiral pool of technical expertise 
within the state's university/college and com- 
munity college network and often drew upon 
them as well as other ag^cies that provided 
programs for seniors. 

□ Permitting demonstrations to run unfettered by 
rules or regulations can produce innovation. 



Comments from Program Directors 

''Like other retirees, our seniors enjoy voluu' 
leering in various community programs. Four 
seniors deliver MealS'On-'Wheels to "shut-ins" 
in their neighborhood once a week. The 
MealS'On-Wheels program is short on volun- 
teers and can count on these individuals. The 
seniors and "shut-ins" have now gotten to 
know each other by name. They are depen- 
dent on each other and have become friendly." 

"Some of the seniors have developed age- 
appropriate interests and capabilities they did 
not have before. For example, learning to play 
the piano, doing crafts as a hobby (both at and 
away from the senior day program), and devel- 
oping and pursuing an interest in salt-water 
fishing. Two senior day program participants 
now go fishing with the members of their 
family care home on weekends, carrying over 
the skills and joy derived from fishing trips 
with their senior day program. " 
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We purposely did not ask the initial den[K)n- 
strations to operate within any existing 
regulations to t^lp promote innovation and 
experimentati(Mi* It was our feeling that 
j^ograms for seniors were like "uncharted 
waters" and the operations should have the 
freedom to "sail where ihey wanted to.** We 
later imposed some parameters and we found 
that the agencies themselves exercised some 
controls, howev^, in most instances, the staff 
did provide for novel environments. 

□ Volunteers can prove to be beneficial to these 
programs because it keeps the costs down and 
offers age-appropriate role models. 

Upon examination, we found that much of 
the low cost operation of the programs (they 
ran on the average about $21/day) was attrib- 
uted to two things: lack of costly regulatory 
requirements and the use of volunteers. Per- 
haps, our expmence may be unique as we 
had access to a pool of senior companion 
volunteers, but we also found other types of 
volunteers thus telling us diat the program 
operators were a resourceful lot 

□ Requiring maximum use of community ameni* 
ties and relations with other senior programs 
has proved to be useful and beneficiaL 

It was our belief from the onset that we 
wanted as much exposure as possible to the 
community for the seniors using these pro- 
grams. We asked each program to tie-in 
with existing community resources, such as 
social services and existing senior centers, 
and appropriate recreation and leisure activi- 
ties. 

□ Training and providing for networking are 
crucial to ensuring quality. 

Some of the programs were set up without 
direct oversight by people skilled in senior 
services design. Upon visiting the programs, 
it was found that some needed to expand the 
scope of their intramural activities, broaden 
their extramural activities, and improve their 
physical space. As Uie number of such pro- 
grams grows there is always the danger that 
innovation will be exhausted and creativity 
will not be nurtured. Innovation works on a 
small scale, thus if you want to ensure that 



successive programs are progressive in their design it 
is important to expose staff of newly funded 
programs to good models, provide consultation and 
training, and nurture those who express creativity. 

Parting Comments 

Our experience with these programs has 
shown us tiiat top-down program development 
can work, particularly if it encourages irmova- 
tion and experimentation. The measure of our 
success can be seen in the $1.25 million that 
was appropriated, following tiie completion of 
our initial demonstrations, for the development 
of 25 program sites to serve an additional 300 
older adults with developmental disabilities. 
This £^pn)priation has led to a faster rate of 
growth in tiie program. 

We tried to promote physical integration as 
much as possible by encouraging all the 
programs to chose sites that were not part of a 
building that housed other programs for persons 
with developmental disabilities. We were 
successful in half the cases in the first group 
and increasingly successful in the second group. 
We also tried to encourage extramural activities 
as much as possible (tiiat is, getting off site for 
trips and activities); we were successful in some 
settings, not so successful in others. 

We have continued to hold cluster meetings 
for the programs. These included OMRDD and 
SOFA officials, senior day program staff, and 
other providers who were interested in joiiung 
the expansion. The meetings produced 
exchanges of infonnation and have led to the 
formation of a seitior day program {n'oviders 
group. What started out as a small scale dem* 
onstration in five coimties has become a full- 
fledged program across the state. 

Further, this effort has been expanded to in- 
clude funding for not only additional site 
specific senior day programs, but also for 
brokering efforts and individualized retirement 
opportunities 'hus expanding the options and 
opportunities available to all seniors. 
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Rhode Island's Apartment Residence Program 



Lucille Nahemow, Ph.D.^ 

Case Abstract: This case study describes a supportive living apartment initiated by the Rhode Island Division of 
Retardation and Developmental Disabilities for a group of seniors in a senior housing complex in Providence, 
Rhode Island. P^ter the state governor made a commitment to close the state's public institution, the Division 
targeted a group often seniors for relocation to a community housing program. It was decided in involve them 
in community activities as much as possible, using a variety of community amenities and resources. After eleven 
years, the effort has proved to be productive, showing that the seniors are accepted by the other residents of the 
complex and involved with a number of community activities. 



Introduction 

A problem that has plagued most efforts to 
relocate people with mental retardation into 
communities is that although they are placed in 
a community, they do not become o/that com- 
munity. For example, a foUow-iq) study of 
1,000 adults discharged from a Connecticut state 
mental retardation facility (as a result of a class 
action suit) found that after a year there was 
almost m evidence of interaction with other 
members of the community. Certainly, a num- 
ber of variables can influence such a finding, 
some related to program desi^. Still, it is 
generally believed that living in the community 
improves quality of life and personal function- 
ing. However, little or no evidence exists that 
actual social integration occurs. 

The top down effort described here is unique 
in that it was not a demonstration project The 
development of a series of supported living 
apartments was the direa result of the imple- 
mentation of a specific state policy designed to 
appreciably change the lives of the older persons 
involved. It represented a mainstream resolution 
of a widespread problem for seniors with mental 
retardation, who, with a long history of institu- 
tionalization, have had little or no opportunity to 
be involved with a natural community. 

When seeking housing for peq)Ie with se- 
vere mental retarfation, often the first problem 
encountered is the antagonism of other people in 
the corrmiunity. Ironically, additional problems 
are created by the bureaucratic structures that 
surround and are often r>ecessary for the mainte- 



nance of accountability in a decentralized 
system. These problems (described by Allen 
and his colleagues at the 1981 convention of the 
American Psychological Association) can in- 
clude: 

• conflict and cortfusion over priorities, which 
develops when it becomes apparent that 
those activities which leave a visible trail, 
like report writing, are more highly rewarded 
than contact with the consumer, 

• diffusion of responsibility, which is typical in 
a bureaucracy; 

• input overload, where direct care staff are 
accountable to the greatest number of people 
for the largest number of tasks; and 

• tendency to employ negative scanning, where 
a facility which does not attract bad press is 
considered a "good" facility. 

Thus, when the rules determining account- 
ability are vague, a survival mentality prevails 
which places pressure on the direct-care staff to 
avoid innovative practices that have the potential 
to go awry and cause unwarranted attention. 
Special demonstration projects are usually neces- 
sary because, as a number of the case studies 
illustrate, they {Hovide an environment with 
financial and professional supports. Rewards 
are expected from a source other than the bu- 
reaucracy. 

This case study describes a supported living 
arrangement in Rhode Island, nm by the Rhode 
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Island Division of Retardation and Developmen- 
tal Disabilities (DORDD), in which there is evi- 
dence of stability of staff and genuine communi- 
ty integration. Also explored arc the reasons for 
this success and consideration whetlier the ar- 
rangement is unique or leplicable. 



Project Description 

In the eaiiy 1980s, the Rhode Island Divi- 
sion of Retardation and DevelojHnental Disabili- 
ties adopted a policy of community services 
development and followed a gubernatorial com- 
mitment to close its public institution, the £)r. 
Joseph H. Ladd Center in North Kingstowa 
Among the state initiatives undertaken to imple- 
ment this policy was the development of a num- 
ber of su[^rtive apartment imits across the 
state. The initiative resulted in the Stratford 
House apartments in Providence. Other ^milar 
units, also managed by the DORDD, were 
developed nearby; together they were called 
"Community North." 

In 1981, when the Ladd Center began to 
relocate persons with mental retardation, a pri- 
vate management company that was in the pro- 
cess of renting senior housing apartments built 
with HUD Section 202 funds, agreed to a 
coq)erative venture in which a number of resi- 
dents from the Ladd Center would be integrated 
into its housing units. Under the federal HUD 
Section 202 housing program, 10% of the rental 
units in a housing complex are to be set aside 
for persons with a disability. 

For this particular initiative, all ten persons 
chosen for the project were over 60 years of age 
and were either severely or profoun(Uy mentally 
retarded. AU had medical problems in addition 
to mental retardation. All had lived in the state 
institution most of their lives; four had been 
institutionalized since they were seven years of 
age. 

At its inception, the relocation was consid- 
ered problematic by the staff involved. Not 
only were they severely retarded, but they were 
also "old people." There was a general belief, 
albeit unfounded, that old people were too set in 



their ways to accomplish a major change in 
lifestyle. The relocation was supported by a 
firm commitment on the part of state IX)RDD 
officials and Ladd staff to make the move suc- 
cessful. State DORDD decision makers felt that 
the similarities between the seniors with a devel- 
opmental disability and the other tenants with 
whom they would share a building would assist 
in their relocation* In their eyes, there were 
many similarities: the seniors with developmen- 
tal disabilities were about the same age as the 
other tenants, they tiad similar ethnic back* 
grounds, and they had families who resided 
locally. 

The building complex chosen was in Provi- 
dence, a city of some 157,000 persons. The 
sui^rted living arrangement was created by 
annexing four adjacent apartment units on the 
ground floor of the building. The sqpartments 
each contained a kitchen, living room and one 
or two bedrooms. They were all somewhat 
different from one anotiier. The units opened on 
a wide hallway with access to tiie backyard. 

The DORDD and the state employee unions 
woriced out an agreement whereby the staff 
employed at the Ladd Center would continue to 
work with the residents who had moved into the 
commimity. An intensive training program was 
part of the transition from institution to commu- 
nity. The staff assigned to work at the apart- 
ment unit were all trained together. Both day 
and night workers temporarily woiked during 
the 8:00 a.m. to 4:00 p.m. shift The transition 
took three monttis. 

As with any new venture, there was much 
uncertainty. TTie seniors who were to participate 
in the projea did not know one another; they 
came flrom different buildings at the Ladd Cen- 
ter. Their families were contacted in an attempt 
to make tiiem part of the transition. Staff also 
were unfamiliar with all of the new residents. 
In addition, the seniors were often unfamiliar 
with tiie new situations encountered at the hous- 
ing complex and in the surrounding community. 
One of die original staff members offered some 
interesting comments; they are shown in the 
accompanying box. 
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Some comments from staff 

'They had to get used to us. We had to get in 
our mind that each person was an individual 
It was a new concept for some of the staff.*' 

*'We would take them out to restaurants to see 
what their reactions would be. How would they 
react to spaghetti and meatballs? They were 
not used to eating food hot For all those years 
in Ladd it had been luke warm. " 



'They did not comprehend the change right 
away. Some of them took over a year to get 
used to the apartment. Everyone took habits 
from Ladd to the apartment. They never knew 
what it was like not to have everything uniform. 
At first they were surprised by the different 
colored towels, because at Ladd all towels were 
white. Even clothing was a novelty they 
never had their own clothes before." 



Toward the end of the transition period, the 
seniors were brought frequently to their new 
home. By then they got to know one another 
pretty well. Only then did they move into the 
building permanently. 

The apartments were originally established 
as an ICF/MR facility, but were subsequently 
granted Home and Community Waiver status. 
Staff was on duty 24 hours-a-day, seven days-a- 
week. Seven of the 10 original seniors made 
the transition successfully. The three who had 
the most difficulty were those who were the 
most capable, at least according to their mea- 
sured intelligence. After they returned to the 
Ladd Center, three other seniors were recruited. 
These new people all successfully made the 
transition. 

By 1992, six of the original seniors still 
remained at the residence. One of the residents 
died, and a new person, admitted when she was 
79 years of age, came to the apartments from 
her family home. Currently, there are six wom- 
en and four men residing in the apartments. 
Their average age is 72. They are a diverse 



group, both racially and in temis of religious 
affiliation. 

By any standard, these are old people, and 
they have a variety of health problems. For 
example, during the first week in January 1992, 
three of the seniors were hospitalized simulta- 
neously with severe flu or pneumonia. Two of 
them used walkers, one seemed to be showing 
eariy symptoms of Alzheimer's disease, and for 
several, incontinence was becoming more fre- 
quent than it was five years ago. 

Health care is managed by the direct care 
staff with the assistance of a nurse who is on 
call. With the exception of their dental needs, 
health care services arc obtained through practi- 
tioners in the surrounding community. They use 
local amenities for recreation and shopping. 
Goods and services are purchased locally. They 
attend local churches and synagog. These ser- 
vices were a factor in their integration in the 
community. For example, communion was 
achieved by three very proud residents. 

Socially, the seniors are very active. During 
the day they all go out to work, recreation cen- 
ters, and nutrition sites. In the evening, they 
often go to the seashore to watch the sunset, go 
shopping, visit parks, and enjoy barbecues at the 
complex. They have group parties at least once 
a month to which all family members are invit- 
ed. They go on several trips a year to other 
states. Their latest trip was to New York City 
where they went to Radio Gty Music Hall and 
later ate dinner out. Most of the families come 
to the events to which they are invited. Many 
take the seniors home for special occasions. 
They, as well as neighbors and even local 
tradespeople, save food "cents off* discount 
coupons for the group. The coupons are used to 
reduce the food bills, and in this way parties and 
guest dinners are financed. 

Although there was some initial antagonism 
from other tenants in the building, there is ap- 
parently none currently. When we inquired, we 
found that over half of the other building tenants 
knew the seniors in the Stratford House apart- 
ments by name or had been there to visit. The 
other elderly tenants consider these people 
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"good neighbors" for a number of reasons, in- 
cluding ''they are clean," "they do their share in 
the building," "they have a right to be here" and, 
"they invite me to their parties." One factor that 
has helped forge ties between the apartment 
program and the other elderly tenants is the 
availability of the apartment staff to aid other 
eldetiy tenants in the building when health or 
police emergencies occur. 



a top-down state effort to 
affect policy - particularly a 
policy that promotes community 
integration in housing and other 
services — has proved to be both 
practical and the right thing to 
do/' 



Program staff have made it a point to ensure 
that the identity of the seniors is meshed with 
that of the greater community. The use of com- 
munity resources, participation on building com- 
mittees, use of community amenities - like 
neighborhood parks, recreation facilities, and 
shops - and involvement with local health care 
providers provide for those tangible links to the 
community. 



Lessons Learned 

□ Siate directed ventures can accomplish the ends 
for which they are intended if administrators 
are aware of problems (potential as well as 
actual) and become involved in their solutions. 

The involvement of senior administrative 
personnel, in this case the commissioner, is 
often necessary in top-down ventures. This 
may be easier to accomi^ish in a small state 
like Rhode Island with a tighdy knit provider 
structure. However, state level agreements 
and interventions often are needed to preclude 
problems as new initiatives are tried. 

[2 It is possible to succestfuUy integrate individuals 
with mental retardation into community housing 
without additional funding. 



In this case generic Medicaid based funding 
was used to support the ^)artments, funding 
that was generally available. The transition 
from ICF-MR to Home and Community 
Waiver funding provided added impetus to 
run a community-based program. The stable 
funding scheme provided the basis for the 
gradual increase in community integration 
that occurred over many years. 

Parting Comments 

Despite a great many problems, currently 
exacerbated by the fiscal crisis in the state, elev- 
en years after the inception of supported com- 
munity housing for people with severe mental 
retardation, there is evidence of the program's 
continuing vitality. Integration of the residents 
with the community is a hallmark of that vitali- 
ty. In this case, a top-down state effort to affect 
poHcy - particularly a policy that promotes 
community integration in housing and other 
services - has proved to be both practical and 
the right thing to do. The seniors with mental 
retardation who live in the Stratford House 
apartments have benefitted greatly. 

Nevertheless, complacency must be avoided. 
Although this looks like a success story, that 
success is unquestionably temporary. One can 
not solve all problems once and for all. The 
results are always fragile. Like maintaining 
democracy, constant vigilance is required. 

In looking back on the effort, a number of 
questions can be raised, including: 

• How did this particular apartment resi- 
dence avoid problems of community re- 
jection and of bureaucratic stagnation? 

• To what extent can we expect this demon- 
stration be generalized or repeated? 

The community did not reject the supported 
housing for many reasons: 

• An urban envirorunent was selected in which 
there was great deal of population diversity. 
People moving into the building were of all 
races, creeds, and of many different ethnic ori- 
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gins. In this diverse environment persons with 
a developmental disability were not strikingly 
odd, and they were similar to others in age 
and ethnic background. 

• People did not own their own homes and 
therefore were not concerned that their 
property values would be reduced. 

• The seniors with a developmental disability 
moved in at the same time as the other 
tenants, before anyone claimed ownership of 
the building. 

• The transition was made with sensitivity to the 
feelings of the community and the other 
tenants living in the building. Meetings were 
held in the community room explaining the 
move to any interested tenant 

The explanation of how bureaucratic gridlock 
was avoided is more complex. Rewards for 
innovation were built into the system by the 
unlikely combination of the state bureaucracy and 
the unions. These usually warring units worked in 
tandem to avoid some of the typical pitfalls of 
such a system and undertook some remaricable 
cooperative efforts to make this demonstration a 
success. 

• First, an intemal support network was devel- 
oped through inservice training. Supervisors 
were not merely critical, they also helped with 
trouble shooting, thus developing mumal 
respect. A valuable innovation was the main- 
tenance of professional style contaa between 
direct-care staff of different supported living 
units. From the very beginning, workers were 



encouraged to get together, gripe, discuss 
problems, and share bri^t ideas, thus reinforc- 
ing one another and encouraging the spread of 
innovative solutions. In this maimer, for ex- 
ample, the creative use of supermarket "cents- 
off" coupons spread from one unit to another. 

• Second, there was remarkable continuity of 
staffing. In a system which typically has a 
high rate of turnover, not only diis particular 
apartment unit but odiens as well, maintained 
the same staff for long periods of time. 

• Third, and possibly most important, there were 
both continuity and support from above in 
times of crisis. Unlike a typical bureaucracy, 
the administration tetuled to suf^rt the direct 
care staff unless convinced they were at fault. 
The commissioner of the division prided him- 
self in his strong connection with the commu- 
nities. He would personally meet with an en- 
raged group of citizens to help sort out any 
problems when tfiey arose. 

Thus, the system developed two unusual fea- 
tures: flexibility and a modicum of common sense. 
ll should be noted that within the Rhode Island 
system, the apartment residence project described 
was not unique, but simply one of many. This 
indicates that the model can be replicated. We 
can only speculate about the degree to which the 
model developed can be applied elsewhere. 
Qearly additional research is needed to find out 
which elements were essential and what combin- 
ations were required to be present to produce the 
desired effect. 
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The most typical approach to retirement is that which occurs 
naturally, evolves as part of one's life tasks, and promotes the living 
of an ordinary life. In many instances, persons with a developmental 
disability will be able to define their own needs for involvement and 
participation in their community's senior services, leisure time use, 
and other avocational activities. Such natural approaches can be 
facilitated within these situations just as they can be for other older 
^ V persons without lifelong disabilities. People need to know their 

options, how to access them, and then how to behave once in them. 

In 

Many models exist that draw upon specially preparing, 
mentoring, or aiding older persons with retiring successfully. The 
examples chosen for inclusion in this section draw from a variety of 
experiences of facilitative retirement. They all, however, have one 
^ V thing in common: they aid - by example or by direction - older 

persons with a developmental disability to use common aging network 
resources within their community by pairing that older person with a 
friend or coach.** Such coaching or facilitation models have 
produced many sound lessons; for example, retirement, like all life 
tasks, requires a period of preparation and emotional adjustment; the 
abilities to do things associated with retirement can often be taught 
\m best by modelling; you can never anticipate all the things that may 
impede your efforts to aid a person in adapting to retirement; 
retirement often works best when experiences draw from a potpourri 
of situations; each older person will adapt at his/her own pace (do not 
expect that everyone will adapt equally well); and preparing aging 
network personnel to work with older persons with lifelong disabilities 
will facilitate the access and adaptation process. 



< 



The lessons learned? Helping someone adapt to new 
situations can work better than expecting that person to know how to 
use that situation naturally. Planning the means to social bonding 
and orienting to one's community can aid in successful aging. Role 
models can be family members, friends, volunteers, or even paid 
companions - all have a valuable contribution to teaching retirement 
skills. Facilitative retirement depends upon two things: people 
5^ retiring when they are ready and wish to and the expansion of options 
and choices that make retirement an enjoyable experience and an 

S integral part of normal life. 

o ^ 
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step Forward Retirement Coaching 

Sally Cheseldine^ 

Case Abstract: This case study in Oldham, England describes a retirement preparation project 
that helped a number of seniors become oriented to retirement options. The project, under- 
taken in three different group experiences, used guest speakers, group instruction, and guided 
exposure to community options and amenities. The participants were pensioners who were 
interested in learning more about their community and the activity options available to them. It 
was found that the group members became more familiar with their community options and 
continued to meet regularly with one another (tfter the formal support group meetings stopped. 



Introduction 

Services for children and young people with a 
mental handicap appear to be relatively well- 
developed and coordinated. Attention is now 
turning towards thr needs of older adults. Older 
people with a mental handicap rarely have been 
allowed to plan in advance for their later years. 
In some areas of the United Kingdom there has 
been pressure on them to "retire" from training 
centers to enable a "through-put" of younger 
people, while in others, attenders may continue 
for as long as they wish. 

Because we felt that older persons needed to 
become competent in assessing options for later 
age, we created a series of suppon groups that 
would help in retirement planning. Our ultimate 
aim was to help older people with a mental 
handicap establish contacts in the community 
with other people of their own age. This mono- 
graph describes our effort in setting up and 
maintaining such retirement support groups. 
The project took place between 1985 and 1987. 



Project Description 

In 1985, we set up a group to examine the 
needs of older people with a mental handicap in 
the town of Oldham, England (a community in 
the greater Manchester area). It was made up of 
members of the Oldham Community Mental 
Handic2^ Team (CMHT), officers-in-charge of 
two social services residential establishments, 



and the director of Age Concern Metropolitan 
Oldham (ACMO). 

First, we worked to identify older persons 
who might be interested in the support group 
program. The town's register of perscMis with a 
mental handicap indicated that 178 of the people 
listed were 40 years of age or older. This older 
group made up one third of the total of the 
overall register group (N=538). However, we 
knew that there were other people in this age 
group who had not yet come to the attention of 
the CMHT. Only 43 of the 178 people identi- 
fied were living in staffed residential est- 
ablishments within the Borough of Oldham, 
although mother 25 were in similar settings or 
hospitals outside the area. These individuals 
were included tn our counts because it was 
envisioned that most of them would retum to 
the town. The remaining 90 people were living 
in ordinary housing in the commimity. At least 
16 were living independently, either on their 
own or with a friend. The others were living 
with relatives, such as brothers and sisters, 
nephews and nieces, or very elderiy parents. 
We assumed, therefore, that in the not too dis- 
tant future there would be approximately 90 
older people with a mental handicap requiring 
support from Oldham Mental Handicap Services. 

Next, we began to organize our ideas on how 
to set up the support groups. Instead of 
referring to these support groups as "pre-retire- 
ment groups," which was thought to have con- 
notations of "slowing down" or preparing for an 
empty life style, it was decided to call the 



Correspondence should be addressed to Sally Cheseldine, Ph.D., 3 Ravelrig Hill, Balcmo, Edinburgh, Scotland EH 14 7DJ. 
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British InstUuie of Mental Handicap, 1989, 17, 96-100. 
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groups "Step Forward;" hopefully conveying a 
more positive image and s^pmach. Initially, we 
conceived of the support groups as operating 
along the lines of the pre-retirement groups 
operated by our town's adult services agency. 
These groups would involve lectures and dis- 
cussions. However, as will be explained later, 
we modified our ^proach over the three groups. 

Over a two-and-a-half year period, three Step 
Forward groups were organized, each differed 
from the other in some way. Although valuable 
lessons were learned from these variations, it 
became clear that a perfect "package" had not 
been found. A problem inherent in all service 
"packages" is that service users are required to 
fit the package, rather than the service adapting 
for their individual needs. It is our hope that 
the following description of the three support 
group courses will provide ideas for other 
practitioners and stimulate discussion about the 
development of such services in the future. The 
Sui^rt Group 1 course is described in more 
detail than the others, as it was the foundation 
of the subsequent groups. 

Support Group 1: Our Experiences and Lessons 
Learned 

Age Concern Metropolitan Oldham (ACMO) 
i^ins pre-retirement sessions for several types of 
groups, for example, for staff working within 
the National Health Service. Although these 
sessions provided us with useful topic headings, 
it was felt that the content of the sessions would 
need to be ad^ted for people with a mental ha- 
ndicap to take into account their individual cir- 
cumstances and needs. Eight topics were se- 
lected and were incorporated into a series of ses- 
sions that ran for 13 weeks. Safety, cooking, 
money management, leisure and benefits were 
covered in two sessions each. Health, voluntary 
organizations, and housing were allocated one 
session each. The invited speakers had particu- 
lar knowledge or interest in specific topics. For 
example, a health worker talked about "Health/ 
Looking After Yourself," and the head of a 
further education center dealt with "Leisure" and 
"Visits to Community Centers." 



The course was held weeldy in a local ter- 
raced house. Other than those who were sched- 
uled to speak, the only staff member to attend 
was a representative from ACMO. Eight older 
people with a mental handicap known to the 
CMHT were part of die group. They were in- 
vited to participate based upon three criteria: 1.) 
their perceived need, 2.) if they had litfle to do 
during die day, and/or 3.) if they had limited 
social contacts. Each participant had an oppor- 
tunity to meet the speakers during a special cof- 
fee hour four weeks prior to the beginning of 
the course. 

Eight people attended die first session. One 
person subsequentty dropped out because he 
disliked anotiier member of the group. Another 
only attended three sessions, because his 
interests were served better by an ordinary pre- 
retirement group. The remaining six people 
attended all of the sessions unless prevented by 
illness. 

The speakers reported that everyone partici- 
pated enthusiasticaJly in discussions, as if they 
were trying to make up for lost opportunities to 
express their feelings on the various topics - so 
much so, that the speakers had to learn how to 
interrupt more appropriately. Audio-visual aids, 
such as slides and posters, seemed useful to 
focus attention on the topics and speakers took 
care not to convey too much information in one 
session. 

From this initial experience, we felt that the 
same topics should be covered in future courses, 
but the composition of the group could be var- 
ied. We questioned whether it would be better 
to have groups of people who were already 
living in the community and, therefore, had 
much in common, or mixed groups who could 
learn from the wider range of each other's 
experiences. We decided that mixed groups 
would be more beneficial. 

Before and after course interviews were 
conducted. In these interviews we looked at 
specific items of information that were taught in 
the course. We also used a weekly diary and a 
questionnaire to assess the effects of die course 
on day-to-day events in group members' lives. 
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As the group members had been selected be- 
cause of their 2^parcnt social isolation and lack 
of structured leisure time, it seemed reasonable 
to focus on this aspect. 

The individual effects perhaps tell their own 
tale. It seems safe to say that, on average, 
gmup members went out at least once a day. It 
was seen from the diaries that typical activities 
included taking the dog out, going to shops or 
for a walk, or going to meet a friend. 

A less positive picture was seen in overall 
socialization. We could not say that everyone 
had a visitor, even once a week. Admittedly, 
the issue is clouded somewhat by three members 
who lived in a residential hostel, thus having 
permanent "visitors" in the shape of hostel staff 
or co-residents. Nevertheless, there seemed to 
have been only a one-way link witfi tiie "outside 
world" for most group members. We also noted 
that the specific interventions aimed at widening 
their social contacts were not being undertaken. 
In retrospect, we would have been naive to 
expect such a change simply on the basis of 13 
widely differing meetings. It seemed that a 
more structured approach would be required. 

After we had a chance to assess the effects of 
the formal course, we agreed that the group 
should continue to meet, but on a bi-weekly 
basis due to the likely effect of the upcoming 
winter weather, the inability of CMHT and 
ACMO staff to commit themselves on a weekly 
basis, and a recognized need to start fading out 
support (as intensive contact with group 
members could not be maintained beyond the 
summer months). 

It was suggested that a "life histories" exer- 
cise might help the development of Individual 
and group communication. This exercise was 
given initial impetus by talcing {^tographs of 
everyone at a Christmas party. Group members 
were asked to bring with them any other photo- 
graphs of themselves that they had. Only one 
person had a photograph taken within the past 
five years, reinforcing the possiWlity that, for 
many people with a mental handicap, their past 
is either lost or seemingly non-existent. We 



sensed that their memories tended to be tinged 
with bitterness over wasted years. 

How different this was fix)m the popular 
concepticm of older members of society spetkl* 
ing their days steeped in pleasant nostalgia. 
CMHT workers obviously needed to help people 
with mental handicaps of all ages to keep a 
positive record of th^ good times in their lives. 

The idea of trying to worie on "life histories" 
had seemed a good one, but the matter was 
decided by the group members themselves. 
Their reactions, on seeing one arwther after the 
Christmas break, emjfAasized their need for such 
meetings as purely social get-togethers, that is, 
the chance to chat over a cup of coffee. Their 
plan for future sessions was followed, so bi- 
weekly sessions over the next four months in- 
cluded activities such as gardening, pet care, 
knitting, and a trip to a local viUage pub for 
lunch. In this phase, all the participants found 
their niche; for example, through gardening 
knowledge, organizing the coffee, or collecting 
bus timetables. Obviously, although some struc- 
ture is important, it is possible to inhibit indi- 
vidual initiatives through over-planning. 

After four months, a further attempt was 
made to reduce support. One group member 
offered his apartment as a meeting venue, and 
we suggested that on alternate meeting dates the 
group would meet there (without the staff). 
However, the female members said they felt 
uncomfortable without a staff presence, so the 
group gradually fizzled out 



Lessons Learned 

□ Experience taught us that there is a need for 
social skiils lo be taught in a more formal man» 
ner and for more structured introductions to be 
offered ta local fiicUities. 

Upon review, we felt that the breadth of ac- 
tivities had changed for each (tf the individuals. 
One woman had started to participate in more 
activities centered at her residence. One man 
has become a volunteer to others, visiting them 
when they were ill. The three men living at 
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the hostel continued to meet at the apartment 
of one of the members. However, the one 
woman who lived on her own showed the least 
change. 

Support Group 2: Our Experiences and Lessons 
Learned 

The staff who had been involved with Sup- 
port Group 1 felt that it was a combination of a 
lack of a staff 'leader** at^d the lack of neutral 
territory for a meeting place which led to the 
group's eventual demise. However, taking these 
faaors into account, and primarily because 
group members reported having enjoyed the 
meetings, it was decided to repeat the course for 
a second group. Consequently, eight additional 
participants were located by referral from work- 
ers and other staff in day and residential servic- 
es. 

Six of the second group lived in Social Ser- 
vice residential hostels, one Uved in a "warden- 
controlled" (i.e., house manager) accommoda- 
tion, and one lived in a staffed house. As be- 
fore, the meetings were held in a local house 
owned by the Health Authority, and followed 
the fonriat of the ACMO pre-retirement course 
adapted for people with a mental handicap. 

This second group became quite different 
from Support Group 1. One thing was that its 
regular membership dropped from eight to three. 
In retrospect, this was attributable to the follow- 
ing factors. 

» The deregulation of the public bus system 
that occurred at the time of the group*s for- 
mation led to a certain amount of confusion 
concerning schedules and routes, not just for 
people with a mental handicap but for the 
population in general. This confusion rein- 
forced the need for workers to support these 
individuals in their use of public transporta- 
tion, in order to enable them to attend the 
meeting. At least two group members were 
affected by this. 

» The staff who organized the Step Forward 
sessions felt that, on occasions, their efforts 



were not taken seriously by other staff, in 
that other workers arranged for the group 
members to attend alternative functions that 
supposedly were seen as more "worthwhile" 
because they were more costly. 

In addition to the Support Group 1 course, 
excellent support had been given by ACMO, but 
due to managerial decisions, this support became 
less consistent and reliable for Suf^rt Group 2. 
Staff members, were tmable to attend every 
session; thus, there followed a lack of leadership 
for the group. In addition, the range of abilities 
and opportunities available to group members 
was so wide that topics such as money manage- 
ment and types of housmg were of limited 
value. 

In view of the poor attendance, we decided 
not to extend the group meetings after the thir- 
teenth session, other than to arrange a pub meal 
for the three "die-hards." Some value was sal- 
vaged from the experience, however, in that it 
prevented the woric group members from "sitting 
back on their laurels" thinking that they had 
found the ideal fonnula. Before embarking on 
any further meetings it was clear that a great 
deal of careful planning was required before we 
could proceed in organizing another such group. 

We wrestled with a number of ideas. One 
was that perhaps more general topics were need- 
ed. A particular comment ftom one speaker is 
worth noting: that while the staff were very 
interested in the trip to a conmiunity center, 
there was no follow-up by the older group mem- 
bers. We question for whose benefit was the 
trip made. 



Lessons Learned 

□ Sometimes you can not anticipate ali the barriers 
you may encounter in attempting to help 
someone learn how to retire. 

We could not have anticipated that an outside 
factor, such as the bus system becoming dys- 
functional would cause confusion and disrup- 
tion to our training efforts. Nor couid we have 
anticipated the problems posed when our 
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efforts were not taken seriously by other staff 
who were involved in non-rekoed domains of 
the seniors' lives. Nor could we have antici- 
pated that factors internal to agencies 
participating in the project (such as changes 
among the managers) would have caused such 
major disruptions to our efforts. 

Support Group 3: Our Experiences and Lessons 
Learned 

Undeterred, the work group met again. By 
this time the ACMO had a new director who 
was keen on committing the organization to 
continued involvement The director provided^ 
Manpower Services Commission (MSG) workers 
as "link-people" for the meetings. Therefore, we 
decided to nm a third group during the simimer 
months, and to involve the group members 
much more in the content of the meetings. We 
also decided to place more emphasis on why 
they had been invited to participate, explaining 
that they were getting older and encouraging 
them to look for age-appropriate services. This 
was, after all, the ultimate aim - to help people 
establish contacts in the community with other 
people of their own age. 

We requested names of possible attenders and 
seven were put forward. Three lived in a 
residential hostel, two lived in warden-controlled 
accommodation, one lived independently, and 
one lived with his sister and brother-in-law. As 
these people were accepted, we emphasized to 
"key workers" that the onus would be on them 
to ensure that the group members would attend. 

In March, an informal get-together was held 
to establish areas of interest for the members of 
Support Group 3. ACMO and CMHT staff at- 
tended, using posters and various assorted ob- 
jects (such as cameras and equipment borrowed 
from a local interest center), to encourage peo- 
ple to talk about their existing interests or those 
they would like to develop. Several ideas were 
put forward: history, "Oldham as it was," royal- 
ty, cake icing, household plants, and day trips. 

A schedule for the 13 meetings was drawn 
up, iiKOiporating these ideas with some of the 



original topics from previous courses. We felt 
that some of the original topics could be re- 
tained, namely, 'Tx)oking After Yourself," "Ba- 
sic Cooking," and "Pets." There were also ses- 
sions conducted entirely by the ACMO - "Cele- 
brating Age" and a trip out - and an introducto- 
ry session called "Getting to Know Each Ottier" 
for which group members were encouraged to 
bring photographs of themselves, their families, 
pets, houses, and so forth. It is worth noting 
that, yet again, very few had any {^otogrs^hs 
that were less than five years old. In effect, 
they had no photographic record of their life. 



''We also decided to place more 
emphasis on why they had been 
invited to participate, explaining 
that they were getting older and 
encouraging them to look for age- 
appropriate services. This was, 
after all, the ultimate aim: to help 
people establish contacts in the 
community with other people of 
their own age.'' 



Prior to the official start of the group the 
ACMO requested some basic staff training in 
mental hariiicap for the MSC woricers. A clini- 
cal psychologist and an officer-in-chaige of a 
residential hostel, who has a son with a severe 
learning difficulty provided this training. The 
session, lasting one-and-a-half hours, covered 
the wide range of abilities that exist in mental 
handicap, the concept of structured learning, 
conmnmity living, notmalization and values, and 
age-appropriate activities. Although this sounds 
like a great deal to cover in a short time, we felt 
it was necessary to touch on all these aspects in 
order to promote a positive attitude. Although 
none of the ACMO workers who participated in 
this staff training subsequently io6k part in any 
of the Step Forward sessions, one of the MSC 
funded woricers did attend most sessions and 
established a ver>' good rapport with group 
members. It does seem important to have a 
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consistent "link-woricer" who is willing and able 
to sustain this rapport. 

A good level of attendance was maintained 
by Support Group 3 members throughout the 
course; the only absences resulted from illness. 
A certain amount of prompting by key woikers 
may have contributed to such few absences. 

There was a break of one month at the end of 
the 13 sessions, followed by an afternoon coffee 
session when, in addition to planting bulbs ready 
for the spring, course members were asked to 
consider how they wished the group to proceed. 
No ideas were put forward, so the work group 
decided to organize a reunion with the regular 
attenders finom all three groups. At this point, 
Step Forward could be seen as moving into a 
distinct second phase. 



Lessons Learned 

□ It*s useful to have a plan for teaching the nec- 
essary skSls necessary to enjoy the activities 
associated with retirement. 

We found from an overall review of all our 
aaempts that: 

sometimes to get a point across audio-visual 
aids are vital; 

• it may be useful to organize a group activity, 
such as bingo, to act as a "warm-up" prior to 
the more serious business of the day; and 

• for sessions such as "Getting to Know Each 
Other," a better worker-to-senior ratio is 
useful to facilitate more int^ction. 



Parting Comments 

As noted, we decided to hold a reunion of all 
the Support Group members. The reunion was 
attended by 15 of the members. The obvious 
pleasure that each of the participants showed 
when meeting their friends again seemed to 
make the whole effort very worthwhile. 



During the latter phase, another organization 
became involved - The Oldham Leisiue 
Group - whose aim is to match volunteers to 
adults with a mental handicap within the context 
of "normal" leisure activities, and who volun- 
teered to take over sOTae of die work with the 
members. The Oldham Leisure Group was 
particulariy keen on developing links with local 
conmiunity centers. The Leisure Volunteer 
Coordinator had already estabUshed links with a 
community center in Oldham and, after attend- 
ing some Step Forward meetings, helped to set 
up a Friendship Circle there. This group met 
monthly and was open to any members of the 
Step Forward groups, volunteers from the Lei- 
sure Group, and other members of the conunu- 
nity center who could "drop in." 

The Step Forward group members joined the 
conununity center, paying a membership fee of 
£2.00 (about US$3.40) for the yea'^. At each 
meeting there were opportunities to chat witii 
friends and to participate in various activities 
such as bingo, darts, donunoes, cards, and other 
activities. One of the volunteers had offered to 
take over the long-tenn running of die Circle, so 
it moved at least one step further away from die 
paid service providers. He became the liaison 
with the Volunteer Coordinator and the Step 
Forward work group. 

We decided to run another series of Step 
Forward groups and continue the series. In this 
way "new blood" continued to be charmelled 
into the Friendship Circle, and die goal of help- 
ing older people with mental handicaps to have 
a more positive approach and to maintain and 
develop more social contacts was met. 

Although Step Forward made some progress 
in meeting the needs of older people with men- 
tal handicaps, tiiere is still a long way to go. 
Some practical steps had been identified tiiat 
others may like to follow - such as helping 
people 10 reminisce over happy memories, estab- 
lishing links witii Age Concern, or like organi- 
zations, and encouraging the maintenance of 
existing friendships. But it is important to 
recognize ttiat these goals will not all be easy to 
accomplish. 
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If people are to overcome the "double jeopar- old, a strong commitment will be required from 
dy" of having a mental handicap and becoming everyone involved. 



SLARC Retirement Coaching 

Allene M. Jackson^ 

Case Abstract: This case study describes the experience of the St, Louis ARC in setting up a retirement 
coaching program. The program was designed to help seniors with developmental disabilities become 
more adept at accessing generic senior programs in their neighborhood. Much attention was paid to 
preparing the seniors and the various agencies to activities which the seniors would find worthwhile and 
to the seniors' families. It was found that the coaches were successful at helping the seniors with 
developmental disabilities to be integrated and that funding sources were available to help with this 
process. 



Introduction 

The retirement coach is a tool for community 
integration of older adults with developmental 
disabilities into the aging network. As individu- 
als with developmental disabilities age, pro- 
gramming must change focus from vocational 
training and employment to retirement prepa- 
ration and implementation. If true community 
integration is to take place, seniors should: 

• be included in existing aging programs such 
as senior centers, AARP, senior citizens 
groups, day care and other community ^ictivi- 
ties; 

• not be segregated by developing or ex- 
panding programs for them in the 
developmental disability network; and 

• be encouraged to act as volunteers, as many 
seniors are, and be given the opportunity and 
stams of contributing their time and talents to 
the community. 

The retirement coach is an extension of the 
job coach model and offers seniors with a de- 
velopmental disability the training and support 



to participate with their fellow seniors* who do 
not have a developmental disability. The 
program's goal is to help the senior to attain as 
much indepetKlent participation as the senior 
can achieve, witfi the retirement coach phasing 
out support to fit the seniors* needs. However, 
the retirement coach should continue to be 
available to the senior program site, in the event 
a problem arises. This availability of staff 
support may encourage senior programs to 
welcome our seniors into their activities. Staff 
can also be used to assist in the senior program 
as well and both staff and seniors can be seen 
making positive contributions to the community. 

The St. Louis Association for Retarded 
Citizens (SLARC) is a ncm-profit organization 
serving individuals of all ages with de- 
velopmental disabilities, through its Leisure, 
Residential Respite, Early Childhood, Adult 
Day, Aging, Employment and Family Support 
Programs, in the metropolitan St. Louis, 
Missouri area. It developed the Transition to 
Retirement Program some years ago; it is rww 
functioning at the SLARC's Sunnen arnl Gibson 
Centers in St. Louis. Seniors at these sites 
come from their own home, group homes, nurs- 
ing homes and a state-operated habilitation 



Correspondence should be addressed to: Allene M. Jtckson, ACSW, Program Coordinator, Aging Services, Sl l^ouis 
Association for Retarded Citizxns, 1816 Lackland HiU Parkway, St Louis. MO 63146. 
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center. The majority of these seniors' parents 
are deceased and there is minimal contact with 
other family members. 

The philosophy of the Transition to Retire- 
ment Program is to allow seniors to participate 
in retirement activities, increase the individuals' 
level of independence and provide opportunities 
for integration into the community. Program 
activities include communication, socialization, 
exercise and arts and crafts. Individuals are 
also provided with opportunities to improve 
their decision making skills. 

This last component is very important, 
because many individuals ~ especially those 
coming from an institutional setting -- have 
been given little opportunity jo leam how to 
react to choices. In closed settings, residents 
are generally taught and rewarded for being 
compliant and once in the community must 
leam that they can indeed choose what activities 
they want to participate in. where they would 
like to go, and who they would like for a friend-c 



Project Description 

The Retirement Coach Program began be- 
cause, although community integration is a goal 
of our Transition to Retirement program, activi- 
ties were usually undertaken in a group with 
little individual choice. Although many seniors 
go out into the community in large groups, 
many go alone, as a couple or in small groups 
of two or three and our seniors should have the 
same opportunity. More one-on-one staff sup- 
port was also needed for a greater variety of 
community retirement activity. 

The first retirement coach was hired April 
1990 through a private grant The second re- 
tirement coach was hired July 1990 through a 
grant from the Productive Living Board (PLB; a 
Missouri Senate Bill 40 Board). Funding from 
the ixivate grant was not renewed, but the Pro- 
ductive Living Board agreed to fund the Pro- 
gran; for the 1991 - 1992 fiscal year. They 
indicated, however, that because of a memoran- 
dum of agreement iKtween the PLB and the 



Regional Center, future funding should come 
from a Purchase of Service contract (POS) from 
the Regional Center. 

The retirement coaches integrated seniors 
from the Transition to Retirement Program at 
our Sunnen and Gibson Centers into various 
community and volunteer activities. The activi- 
ties included participation at senior centers 
(including going on day trips with the other 
seniors), an AARP Group, various cultural and 
community activities, a Happy Hour (with non- 
alcoholic 'oeer), the horse races, fishing at a 
local paric, and going on a date. Seniors volun- 
teered at a Children's Day Care Center, a local 
church where they stuffed sleeping bags for the 
homeless and helped with mailings at the Alz- 
heimer Association, Dance St Loids and the 
American Heart Association. 

Continuity of volunteering at the same site is 
important in developing relationships with other 
volxmteers and the agency staff. Also being 
available when volunteer help is needed builds 
up credibility and reliance on senior help. Our 
volunteers had the same status as all volimteers 
and were included in volunteer recognition 
events. 

To help us keep track of program activities 
and the work of the retirement coaches, we 
devised a number of data collection forms and 
other mechanisms. For example, retirement 
coach activity data were collected on a monthly 
basis in the following areas: 

• senior preparation for integration 

• community integration of the senior 

• senior follow along 

• site development 

• travel time 

• documentation 

• meetings 

• staff development 

Senior activity data were collected monthly 
on an activity form that identifies the following: 

• time spent and training needed in preparation 
for integration 

• community integration activity 
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• hours spent in the activity 

• staff^aiticipant ratio 

• IHP goals/objectives activity addresses 

Our staff activity form is in the process of 
revision to facilitate its use in other community 
integration situations. Data collected from all 
community integrative activity arc being used to 
determine a rate for a POS from the Regional 
Center, so that separate rates for each communis 
ty integration activity do not have to be estab- 
lished. 

We feel it is important to relate the retire- 
mf nt activities to Individual Habilitation Pro- 
gram (IHP) goals and objectives. Aging indi- 
viduals may not have the energy level that 
yoimger individuals have and may need time to 
rest or be involved in quieter activities. Thus 
we ensure that age-appropriate activities and 
functions are part of each senior's IHP. 

The retirement coach may involve family 
members as well as the senior in planning for 
the fiiturc. A family plaiming tool and a retire- 
ment plarming tool are being developed to pro- 
vide ftirther assistance with the process. Fami- 
lies may be referred to the ARC FamLinks 
Program, which offers a support group for fami- 
lies with offspring who have a developmental 
disability. 

Developing staff now and in the future that 
have knowledge about aging individuals with 
developmental disabilities and their families was 
important to our agency's overall goals. We 
felt that agency staff development in this area 
should be done on a continuous basis. In addi- 
tion to continually training our staff, we have 
encouraged practicum students and interns to 
spend time at our agency. Because the greater 
St Louis area (a population in excess of half a 
million peorle) has a number of fine universi- 
ties and colleges, we generally were able to re- 
cruit students from a variety of fields, including 
education, sociology, gerontology, social work 
and psychology. 

A paid practicum was offered at the St. Louis 
ARC, with the support of the PLB, and we were 
able to offer three social work students pract- 



icum placements. Not only did they gain 
knowledge about this population, but gleaned 
valuable information alx)ut the agencies which 
serve it and the networking that is necessary be- 
tween the fields of aging and developmental 
disabilities. Perhj^, more importantly for us, 
they also provided assistance to the retirement 
coaches in helping them take i^ysically im- 
paired individuals into the conmiunity and thus 
expanded the number of individuals we could 
get to go out into the community. 



Lessons Learned 

□ Look to mulApU funding sources and use of 
practicum students. 

SLARC secured funding from both a private 
foundation and the Productive Living Board to 
pilot the program. It was hoped that the pro- 
gram could be expanded to serve individi^s 
not only in the Transition to Retirement 
Program, but from their community place of 
residence as well. This funding unfonunately 
was not available, but practicum students can 
be used for this program. Long-term funding 
is being sought from the State Department of 
Mental Health. 

□ Seniors should contribute to the semor program 
in which they participate. 

Our seniors should pay whatev^ fees other 
seniors pay for meals, activities or transpor- 
tation costs. They should also be encouraged 
to volunteer their time as do other seniors. 
Our seniors deliver meals-on-wheek from 
senior centers and take their turn in clean up 
duty after meals. 

□ "Cultivate'' the directors of the senior center or 
senior program the senior }*4shes to attend* 

The directors of senior centers or $enk>r 
programs are usually busy pcoplt and do not 
like surprises. Talk with them about your se- 
niors and what they can contribute to the pro- 
gram. Give the director your name and phone 
number to call in case of an emergency or 
problem situation and be sure to check back 
regularly. 
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□ Choose your retirement coaches carefully. 

Choose retirement coaches that have good 
social skills with and enjoy being around all 
seniors. One of our retirement coaches is a 
senior herself and looks right at home in the 
senior center. The other, however, is in her 
twenties but enjoys working with seniors and 
they enjoy her participation and piognun ideas. 



Parting Comments 

The Retirement Coach Program has been a 



success due to the enthusiasm and social skills 
of the seniors that have participated; the innova- 
tive ideas and cultivation of sites by the staff; 
and the openness of senior directors and other 
senior participants to include our seniors in their 
activities. 

When other seniors see that our seniors can 
be capable and contributing members of the 
group, ttey begin to see them as peers. And 
when they see them as peers they see them as 
people first and accept them as suclu 



Mississippi Retirement Skills Teaching Program 

Carl S. Laughlin, Paul D. Cotten and John W. Simpson^ 

Case Abstract: This case study describes a project which took place in a rural area of Mississippi that 
consisted of helping a group of seniors with developmental disabilities learn retirement skills. One 
component, held in a classroom setting, taught participants fundamental skills and behaviors to help them 
with social integration. The second program involved the participants in a series of community activities. 
The program set up a training curriculum and on-site experiences within the areas senior centers. All f 
the seniors participated successfully in generic senior programs with other service recipients. They wer : 
able to use the skills they gained by participating in this project in order to feel more con^ortable with 
participating in various community activities. 



Introduction 

In the early 1970s, administrators working 
within Mississippi's mental retardation and men- 
tal health system expressed concerns regarding 
the lack of appropriate services available to 
elderly iixlividuals wifli mental retardation who 
were living in mral areas of the state. Thesv^ 
concerns prompted us to compare the functional 
abilities of elderly persons with mental retarda- 
tion who were residing in ICF/MR with their 
age peers who did not have mental retardation 
and resided in general ICFs. 

One finding was that many seniors with 
mental retardation were interested in retiring to 



something other than a stmctured programmatic 
regime and wanted to make their own choices as 
to how they could spend their time. These 
findings led us to consider a number of 
questions about the services that were available 
to seniors: 

• What were the seniors* programmatic needs? 

• What were the most appropriate settings in 
which to meet such needs? 

• Which function of state government should 
assume the primary responsibility for devel- 
oping a service system for individuals who 
qualified for services which were provided by 



CoxTcspondcncc should be addressed to Caii S. Uughlin, M.S., Paul D. Gotten, Ph.D. or John W. Simpson, M.S.W., 
BoswcU Retardation Center, P.O. Box 128, Sanatoriunu MS 39112. 
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both the elderly and the mental retardation 
service networks? 

• How could such a service system be devel- 
oped and implemented within a rural setting? 

• Did these individuals have the right to retire 
from programming and, if so, to what could 
they retire? 

Our response was to initiate a special effort 
that involved cross-training of staff in our local- 
ity and setting up a two staged pre-retirement 
and retirement skills development program. 



Some Background 

Boswell Center, located in Sanatorium, Mis- 
sissippi, was set up in 1976 by the Mississippi 
legislature to be one of five service areas for 
persons with mental retardation operating under 
the auspices of the Bureau of Mental Retarda- 
tion within the Mississippi Department of Men- 
tal Health. Its purpose was to provide adults 
with mental retardation with training and practi- 
cal experiences prior to transitioning to living in 
a community residential setting. Boswell Cen- 
ter, occupying the grounds of what was previ- 
ously a sanatorium for persons with tuberculosis, 
is located in Simpson County (a rural area of 
some 24,000 persons). 

A number of factors aided us in pursuing our 
goal to provide varied and integrated community 
services for the seniors served through Boswell. 
Certainly, the most important factor was a series 
of recommendations in the State Plan for 
Services for the Elderly Handicapped 
Mississippian. This plan identified a suggested 
array of services, such as alternative living 
arrangements and day services that would be 
capable of meeting the needs of Mississippi's 
semors with mental retardation and other devel- 
opmental disabilities. 

Based upon the recommendations within the 
plan we requested funds from die Bureau of 
Mental Retardation to implement a pilot project 
that would enable us to integrate, both physical- 
ly and socially, the older adults residing in tlie 



personal care homes spread over the county into 
senior centers. We targeted senior centers in 
Simpson County, as well as in Hattiesburg and 
Jackson - two cities near to the Center. Using 
a similar approach to tiiat used successfully by 
supported employment programs, we were able 
to place a facilitator with an older adult to 
ensure that the adults iK)t only developed 
appropriate skills but were also using those 
skills to develop interdependent relationships 
with other seniors using the Center. 

In addition to the senior center resources, we 
targeted other generic senior services such as the 
local Retired Senior Volunteer Program, the 
area's transportation services (provided to 
elderiy and handicapped persons), and those 
services provided to older persons through local 
churches, libraries, and other civic resources. 

As part of our effort, we also developed a 
number of senior group (or retirement) homes. 
After we began the operation of the first retire- 
ment home, however, we quickly realized the 
importance of preparing the home's seniors for 
retirement. Thus, we began the development of 
the Pre-retirement Training Program where the 
emphasis was placed upon teaching how to 
choose from the available options for retirement 
activities, including where to live, involvement 
in both paid and rwn-paid volunteer work, and 
leisure activities. 

As we began our efforts, we understood that 
while we made some progress toward including 
older adults with mental retardation wiihin the 
generally available community services, several 
concerns or potential barriers were still very 
much with us. Fbr example, we knew that how 
these individuals would fare depended, in part, 
upon how the service delivery system would 
cope with the attitudes of its general constitu- 
ents. 

Our ability to address these concerns was 
related to the degree to which elderly individuals 
with developmental disabilities could be 
integrated into generic services. We were con- 
cerned that although we could achieve "integra- 
tion," it might only be physical integration and 
not the more crucial social integration. Social 
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integration, we reasoned, went beyond a per- 
son's mere attendance in a community senior 
program and really spoke to active participation 
in activities that included quality interaction 
with other participants, and thus, represented the 
assimilation of the person with a disability. 

If older adults with developmental disabilities 
are to be received warmly by the other partici- 
pants in generic aging programs, such as nutri- 
tion centers, senior citizen programs, and day 
care facilities, they need to demonstrate the 
ability to function appropriately and have things 
in common with the other participants. 

We reasoned that the best way to facilitate 
the required learning, while achieving integra- 
tion, was for individuals with developmental dis- 
abilities to begin participating in the senior pro- 
grams, while at the same time receiving training 
in the skills they needed. 



• Second, activities that aid in differentiating 
between questions and statements and focus- 
ing on the specific use for each. 

• Third, following participants understanding of 
the skills twted above, training in more com- 
plex aspects of social interaction, such as 
ordering from a menu, social introductions, 
and general conversational skills. 

• Fourth, discussions of such topics as dining 
skills, social marmers, rules and regulations, 
money management, and problem solving to 
broaden generalizability. 

The next phase, offering "on-the-job" train- 
ing, consisted of on-site implementation activi- 
ties. This segment was crucial to meeting the 
goal of the program. These activities were de- 
signed to relate directly to and reinforce specific 
program areas of learning. 



Project Description 

The retirement skills teaching project, de- 
scribed here, used aspects both of the supportive 
employment model and of the senior volunteer 
program model (such as the ACTION agency's 
Senior Companion Program) to promote the 
integration of aging persons with developmental 
disabilities within generic services. The project 
involved two facets: the Community Transition 
Program and the Supported Psycho-Social 
Integration Program. 

Community Transition Program 

The Commimity Transition Program, con- 
ducted concunrently with actual involvement in 
community programs, was a preparatory pro- 
gram conducted within a classroom through 
which participants were taught those fiindamen- 
tal skills and behaviors that are needed to ease 
social integration into community programs. 
The first phase of the program was comprised of 
four concurrent segments. 

• First, classroom training where participants 
engage in various types of social skills train- 
ing. 



'7/ older adults with develop- 
mental disabilities were to be 
received warmly by the other 
participants in generic aging 
programs, such as nutrition 
centers, senior citizen programs, 
and day care facilities, they needed 
to demonstrate the ability to 
function appropriately and have 
things in common with the other 
participants/* 



Activities ranged from simple role playing 
scenes between the facilitator and the partici- 
pant, to community trips which help accustom 
each participant to settings in the community. 
Each role playing exercise was videotaped, 
reviewed by the class, and analyzed in terms of 
the skills being taught. Aside from the obvious 
benefits of feedback and reinforcement, video- 
taping added a dimension of ftin and excitement 
that was not necessarily a feature of other train- 
ing sessions. 
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The final phase of each transitional session 
consisted of a skill evaluation segment This 
feedback process served as a positive reinforcer 
and an opportunity for the facilitator to make 
supportive suggestions about areas that needed 
additional practice. Additionally, this exchange 
served to strengthen the sense of trust between 
the participant and the facilitator, thus creating a 
positive learning relationship. Equally important 
throughout the evaluation period was the focus 
aimed at enhancing the participant's self-respect, 
and self-worth. 

Group coimseling was available in addition to 
the three training phases of the Community 
Transition Program. The group counseling was 
designed to help participants urxlerstand tiie 
relationship between appropriate behavior ex- 
pected in community settir^s and social ac- 
ceptance. The counseling sessions involved a 
discussion of various aspects of community 
participation, followed by review and feedback 
to clarify details that the participant had not 
previously understood. 

Supported Psycho-Social Integration Program 

The Supported Psycho-Social Integration Pro- 
gram consisted of involving the participant in 
community activities with on-going support and 
providing the opportunity for practice and social 
validation of the skills which he/she leamed. 
This program, operating concunenfly with the 
training provided tiirough the Community Tran- 
sition Program, provided opportunities for the 
participant to take part in various community 
programs and activities and to receive additional 
training in conjunction with that activity. Activ- 
ities included participation in the Retired Senior 
Volunteer Program, the local Nutrition Center, 
and other day activities that were provided imder 
the local area agency on aging. 

Using the supported employment model as a 
basis, the case manager conducted an assessment 
of skills exhibited by general service users at the 
program sites. The assessment was perfomied 
to identify specific skills that may be problemat- 
ic for a senior with a cognitive disability. Once 
this assessment was completed, the case man- 
ager and other staff involved in the project (e.g. 



home managers) focussed on identified skill 
areas tiiat required additional training. Similar 
to using a job coach under the supported em- 
ployment model, seniors participating in this 
program were provided with unobtrusive train- 
ing and on-going monitoring at the senior pro- 
gram. As a result of this sui^it, participants 
could overcome behaviors that, historically, had 
been perceived as insurmount^le obstacles to 
social acceptance by their age peers. 

While the inclusion and acceptance of seniors 
with a developmental disaNlit)^ by age peers in 
generic senior programs was one of our goals, it 
did not constitute full participation indicative of 
true psycho-social integration. Our other goal, 
certainly less malleable, albeit much more indic- 
ative of tme acceptance, was the development of 
friendships aiKl feelings of interdependence with 
other service recipients. 



^^SimiJar to using a job coach 
under the supported employment 
model, seniors participating in this 
program were provided with un- 
obtrusive training and on-going 
monitoring at the senior 
program/^ 



Following the completion of on-site training 
within the senior programs, peer counselors 
(other seniors using the centers) were involved 
in helping the individual make the complete 
transition to full program participation. These 
peer counselors served two very important func- 
tions during daily program participation: 

• First, they amducted on-site monitoring of 
the seniors' skills in participating. When the 
senior began to experiwice difficulties, the 
peer counselor was supposed to intervene and 
aid v^th the problem, thus helping along 
long-tenn participation. If necessary, the 
counselor also provided additional training 
without interrupting die individual's involve- 
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Mk EUiott S. 

Mr. Elliott S. is a 63 year old man who had 
been institutionalized for the past thirty-eight 
years. During one brief sojourn to the communi- 
ty, Mr. S. exhibited significant problem behav- 
iors and, consequently, was readmitted to the institu- 
tion. 

Three years ago, Mr. S. moved to one of the retire- 
ment homes operated under the auspices of the 
Boswell Retardation Center's Community 
Services Department Soon therettfter, he be- 
came involved in a project that was integrating 
aging individuals with developmental disabilities 
into community programs. 

As a result, Mr. S, developed more adaptive inter- 
personal skills while participating in a variety 
of aging programs offered in the geographical 
area. In addition, he regularly volunteered at 
a local school for children with disabilities, A 
''coach" helped Mr. S. to develop the necessary 
skills to facilitate his transition toward success- 
ful integration. After the coach withdrew from 
active involvement, the peer friendships Mr S. 
established during the training were maintained 
and continued. We observed them to be 
genuine, mutually beneficial friendships. 

Given the tremendous success that Mr, S, has 
achieved thus far, it was expected that he will 
continue to develop as a contributing member 
of the local community. 



ment in the program. 

• Second, the peer counselor and the participant 
generally realized a mutual benefit to the 
relationship which ultimately became a real 
friendship. 

The seniors, if they were to be fully accepted 
by their non-disabled peers, must have been 
perceived not only as service recipients, but 
contributors to the community as well. Oppor- 
tunities for participants to be involved in rela- 
tionships where interdependence exists abound 
in community programs. Volunteering is one 
vehicle that can be used to help cultivate these 



positive relationships. By volunteering, indi- 
viduals with developmental disabilities can 
provide a needed service and, at the same time, 
develop lifelong friendships with others within 
their community. The dependency of others on 
these volunteers also enhances the volunteers' 
perception of their own competence and demon- 
strates the value of the person to the community 
as a whole. 

It became apparent to us that being included 
in the programs and services of the community's 
aging network was important for the seniors 
with developmental disabilities in our catchment 
area. It also became apparent that to make this 
inclusion work, we needed a creative, coordi- 
nated effort between the aging and mental retar- 
dation networks. These networks must combine 
their efforts, not only in the provision of servic- 
es, but also in facilitating the total involvement 
of the individuals with disabilities in order to 
enhance the likelihood of long-term participa- 
tion. Psycho-social integration is, therefore, cru- 
cial to maintaining this collaborative endeavor. 

The accompanying vignette of Mr. Elliott S. 
illustrates the benefits of participating in the pro- 
ject for one individual with a lifelong disability. 



Lessons Learned 

□ Having a state plan that supports your efforts is 
immensely helpful. 

The presence of a state planning document helped 
set the stage for our efforts. Among the most 
valuable aspects of this plan was the call for the 
development of linkages among persons within the 
two systems. The stated commitment of the 
state's mental health department to providing ser- 
vices to persons with mental retardation and de- 
velopmental disabilities within the most appropri- 
ate setting that meets these individuals' needs was 
very helpful. Our state plan emphasized preven- 
tion of institutionalization when inappropriate, im- 
provement of institutional services, and placement 
of persons, who are inappropriately placed within 
the institutional setting, back into the community 
with appropriate support services - all activities 
that helped guide our actions. We were able to 
use the plan's requirement for an array of living 
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airangements and support services, as well as ser- 
vices in the area of vocationaWolunteer programs, 
to help foster our own ends. 



Q Making available cross^training opportunities 
improves the probability of success. 

As a result of the state of Mississippi's plan and 
our commitment to cross-training, we have spon- 
sored seven annual conferences which have ad- 
dressed the needs of elderly Mississippians with 
mental handicaps. In addition, thm have been 
six joint conferences on the elderly which were 
co-sponsored by a variety of public and private 
agencies involved in the provision of services. 
We teamed that such cross-training endeavors can 
have a significant impact on the ways in which 
this population can be served, within other avail- 
able services. 



Q Involving the right kind of staff in implementing 
the program is very important 

We were most fortunate when recruiting staff who 
were to be involved in this particular program. 
They did not necessarily bring to the job profes- 
sional backgrounds of either gerontology or men- 
tal retardation, but brought more important attrib- 
utes of creativity, concern, compassion, and com- 
mitment to a job weU done. The case manager 
for this program was a registered nurse who 
would also be an outstanding recreation director 
or competent in scores of other jobs. This com- 
mitment to helping people - not a diagnosis - is 
one reason that the program was successful in 
helping the participants to become more interde- 
pendent 



Parting Comments 

Our experiences were not without some prob- 
lems. There were a number of things that posed 
serious challenges to our efforts, among such as: 

• Not being aware of the resources available 
and how to access them. However, being 
that so many individuals representing various 
service systems were involved in the develop- 
ment of the state plan, enabled us to be aware 
of fomial as well as infonnal resources within 



the state for which our target group would be 
eligible. 

• The lack of available slots within existing 
services. There was a delay in having cenain 
adults access appropriate ser/ices due to a 
limited number of individuals who could be 
served. We have emj^asized the importance 
of our adults having an equal right to servic- 
es, rather than preferential treatment, as we 
wanted to do all that was possible for them to 
be perceived on an equal footing with other 
service recipients. 

• The avaUability of funds when needed. This 
factor required the staff to be most aware of 
various funding sources in all areas of service 
delivery, ranging from those services provid- 
ed by agencies within the federal government 
to fimds pmvided by state, local and private 
sources. 

• The acceptance of the seniors from our sys- 
tem as people and colleagues of other seniors 
in the community. In some programs we 
encountered resistance to our adults being 
accepted as equals. The supported psycho- 
social integration approach helped to alleviate 
this barrier, as was die reality that individuals 
referred possessed the social skills required to 
be included as a full member within that 
particular service. We also provided case 
management services, so that if a senior was 
experiencing difficulties within the service, it 
was possible for a representative from our 
agency to remove that senior from the ser- 
vice. Additionally, this approach enabled the 
service provider to keep our agency abreast 
of specific skills that needed to be developed 
further. 

The primary beneficiaries of this project were 
the elderiy individuals participating in the sup- 
ported integration initiative and the generic 
senior services. With the emphasis placed on 
psycho-social integration - in addition to physi- 
cal integration - die participants had the oppor- 
tunity to live more meaningful lives during their 
retirement years. However, aix)ther outcome of 
this projea relates to the continued collaborative 
effort implemented between the two agencies. 
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This collaboration enabled the provision of a 
wide range of services in the most appropriate 
setting, and avoided the duplication of services 
in both agencies. 

Due to the imprecedented shortage of resourc- 
es, there must be a keen awareness of the neces- 
sity of woridng together and that limited assets 
compel the continued development of an inter- 
dependent functional approach, rather than a 
more self-sufficient approach taken in areas 
where resources are more plentiful. The psy- 
cho-social integration approach described here 
involves little in the way of additional resources. 
Training was conducted by existing staff of the 
Community Services Department, with addition- 
al support provided through other departments 
of the Boswell Center. 



An area of continuing need is the opportunity 
for cross-training of professionals in tte fields of 
mental retardation and gerontology. This train- 
ing is seen as essential in stimulating a contin- 
ued cooperative woiking relationship between 
the two areas. Additional cross-training will 
continue to improve service delivery by enabling 
the staff of aging programs to feel more com- 
fortable when [Koviding services to aging indi- 
viduals with developmental disabilities. Cross- * 
training also helps staff to view the individual 
who is eldedy and has a developmental disabili- 
ty as a perscm first, and then as one with unique 
characteristics and needs. Finally, cross-training 
helps to instill the notion that advocates do best 
when they advocate for people, not labels. 



Regional Council on Aging Brokering Project 

Teresa Galbier^ 

Case Abstract: This case study describes the experiences of an aging network agency in Rochester, New 
York operating a services brokering project thai aided seniors with a developmental disability with 
choosing and using senior center services. Case managers coordinated the services which were needed to 
help older persons with developmental disabilities to be integrated into senior centers. After four years, 
over forty-five individuals have been integrated into eleven senior centers successfully with the assistance 
of twelve senior companions, one part-time social worker and several volunteers. 



Introduction 

In October 1987, The Regional Council on 
Aging - a private, non-profit organization with 
more than 27 programs serving the needs of 
older adults in New York's Monroe County - 
received a three year demonstration grant from 
the New York State Developmental Disabilities 
Planning Council to develop a model that would 
facilitate the successful integration of older 
adults with developmental disabilities into com- 
munity-based senior services in the greater 
Rochester, New York area. 



Project Description 

The project, called the Dcvelopmentally Dis- 
abled Elderiy Program (DDEP) operates Mon- 
day through Friday from 8:30 a.m. to 4:30 p.m. 
The director oversees the operation of the pro- 
gram and supervises a part-time social worker 
and several senior companions, volunteers and 
coUege level interns. DepetKling upon tiie 
needs of the participants, various support servic- 
es may be provided such as advocacy, crisis 
intervention, individualized arui/or group coun- 



Correspondence should be addressed to Teresa Galbier, EHiector of Devclopmrntaily Disabled Elderly Program, Regional 
Council on Aging, 79 North Clinton Avenue, Rochester, NY 14604-1471. 
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seling, peer support groups, information and 
referral, community awareness, and the arrange- 
ment of transportation to the senior program. 

We were able to provide an age-appropriate, 
cost-eflfective alternative for older adults with 
developmental disabilities who wanted to retire 
from dieltered employment, highly structured 
day treatment programs or who had no prog- 
ramming but desired and needed age-appropriate 
programming. 

Participants of the DDEP came from a vari- 
ety of residential settings. Twenty-one percent 
of the seniors lived independently, 18% lived in 
adult homes, 3% were in enriched housing pro- 
grams, 6% resided in supportive apartments run 
by developmental disabilities agencies, 15% 
lived in developmental disabilities agency com- 
munity residences, 8% resided in foster family 
care homes, 3% resided within the regional de- 
velopmental center and 26% still lived with 
their family; 44% of the seniors are female and 
56% are male. Twelve percent of our partici- 
pants were aged 50 to 59; 41% were aged 60 to 
69; 41% were aged 70 to 79; and 6% were aged 
80 or older. Of the case load, 50% of the 
seniors had not been known to the developmen- 
tal disabilities system prior to the referral to the 
DDEP. 

The role of the DDEP program director was 
as a broker of services. Once a referral was 
made to the DDEP, the program director, and 
anyone else involved with the potential 
participant's care, were asked to participate in 
an intake meeting. The meeting was used to 
discuss the participant's desire to retire and the 
support services necessary to maintain him/her 
in a high quality community-based retirement 
setting. Once the individud and team decided 
on the services needed, the DDEP program 
director made the necessary connections with 
the needed services. Included in this category 
were transportation, senior companions, adaptive 
equipment, counseling, advocacy, dietary con- 
sultation and nursing services, as well as par- 
ticipation in a number of program sites within 
Monroe County. 



Potential participants came from the follow- 
ing sources: residential programs within the 
develoimiental disabilities system which includ- 
ed supportive s^artments, conmiunity residenc- 
es, intennediate care facilities, family care 
homes and fee regional developmental center, 
residential programs within the aging system 
which included adult homes, long-term care 
facilities, apartment complexes for senior citi- 
zens, and enriched housing; day programs with- 
in the developmental disabilities system which 
included day treatment programs and sheltered 
workshops; day programs within the aging 
system which included senior citizen centers, 
social and medical day care programs and se- 
nior nutrition sites; and other sources, such as 
legal services for the elderiy, local churches, the 
county office for aging, family service pro- 
grams, mental health outreach programs, reli- 
gious and service organizations. 

The criteria for participation included the 
following: the senior must be age 60 or older, 
have a developmental disability, the potential to 
be integrated into a community-based setting 
and not require more supervision than any other 
participant who does not have a developmental 
disability. 

The senior center locations selected for po- 
tential participants included self-contained com- 
munity centers, programs based in a church hall, 
programs located with other services for adults 
as weU as children, and programs operated 
through town and city recreation departments. 
Generally, nutrition centers were selected for 
integration because they provided a hot meal 
daily, have on-site staff and a vwde array of 
activities from which to choose. Transportation 
was generally provided through a contract with 
Monroe Ctounty Office for Aging or by a small 
donation from the rider. If participants needed 
wheelchair transportation, the DDEP program 
director sought other means of transportation 
which were more appropriate. 

To recruit participants for the project, we 
sent letters to agencies that work with older 
adults with developmental disabilities. Included 
in these letters were a brief overview of the pro- 
gram, a definition of developmental disability. 



72 



62 



Integration Experiences 
Casebook of Program Ideas in Aging and Devdopmental Disabilities 



the contact pers<)n's name and phone number, 
and toe faa that the DDEP program director 
would be contacting them to set up a meeting to 
describe the program in more detail. We then 
telephoned tte person who received the letter 
and asked him/her for a time when we could 
discuss the program with him/her and his/her 
program staff (diis meeting included anyone 
who was involved in the care of the potential 
participants). We gave a presentation at the 
informational meeting of the program and its 
components and the criteria of potential refer- 
rals. 

If a potential referral was made from within 
the develoiHnental disabilities system, it was 
fairiy simple to retrieve the needed paperworic - 
- which included a state-mandated standardized 
assessment instrument, a social summary, and a 
nursing evaluation. If an individual was refer- 
red from outside the developmental disabilities 
system, it was often necessary to retrieve infor- 
mation which provided documentation of a 
develc^ental disability. This task was gener- 
ally achieved by contacting physicians, family 
members, local hospitals, neighbors, and anyone 
else who may have known the senior when 
he/she was younger. 

Once the documentation was received, the 
following steps were taken: selecting of a senior 
citizen site according to its proximity to the po- 
tential participant's residence; making the neces- 
sary alterations to the building for it to be ac- 
cessible; being sure that the services offered 
were relevant; being certain that the other par- 
ticipants accept the potential participant; being 
sure that program hours were adequate; making 
sure that transportation was offered and that the 
attitudes of senior center staff and volunteers 
were accepting, rather than rejecting. 

We tried to recruit and train a senior com- 
panion for those potential participants who 
needed extra attention which could not be ob- 
tained from the other participants. We often 
recruited such volunteers by using a public rela- 
tions campaign that was often carried out with 
the assistance of the state developmental servic- 
es staff who oversee the senior companion pro- 
gram in our area. Once we located potential 



volunteers, we screened and interviewed them, 
and then, once selected, we introduced the se- 
nior companion to the potential participant. If 
the agency, the participant, and the senior com- 
panion felt that the participant and ^ compan- 
ion were compatible, we often scheduled a 
lunch visit for their first trip togedier to a senior 
program site and then set up a tentative sched- 
ule for the comparison to help the participant 
with his/her gradual integration into the senior 
center. 

We found that the participant felt ready to be 
involved in programming after about a one 
month transition. Once both seniors felt com- 
fortable with one another and the senior liked 
the program site, we scheduled a meeting with 
all who were involved with the participant's 
program plan. At this meeting, we usually de- 
veloped and implemented a goal plan which 
was reviewed monthly by the DDEP program 
staff. If all was going smoothly after the sec- 
ond meeting, we then scheduled only annual re- 
views. 

One senior companion was assigned two or 
three participants depending on the participants' 
needs. Sometimes two or three senior compan- 
ions were assigned to a particular senior center 
where they woriced as a team to provide atten- 
tion to several participants with developmental 
disabilities. In other instances, senior compan- 
ions were assigned to a senior center where they 
worked with up to three participants at a time. 
Occasionally, senior companions were used to 
assist participants to become integrated into a 
senior center program. The companion was 
reassigned to a new participant when it was 
determined that the participant no longer needed 
individualized assistance. 

The DDEP program director was involved in 
a number of supportive activities which includ- 
ed program innovation, case management, advo- 
cacy, crisis intervention, timely evaluations and 
care plan meetings, community awareness and 
education, proposal writing, program assess- 
ment, reporting to Uie DDEP Program Advisory 
Board, maintaining budgets and record keeping, 
fxmd raising and public relations, establishing 
and maintaining collaborative relationships with 
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community organizations, especially those serv- 
ing individuals with developmental disabilities 
and/or aging persons, and attending conferences 
and educational programs related to the pro- 
gram. 

The job duties of the part-time social worker 
included a number of other types of activities 
which encompassed program innovation, group 
discussions* individual counseling, public rela- 
tions and publicity, peer support groups, super- 
vision and support to senior companions, and 
facilitating communications between partici- 
pants, caregivers, companions and program 
staff. 

Although senior nutrition sites serve only 
seniors at least 60 years old, we were able to 
integrate a number of other participants if they 
weie accompanied by a 60 year old caregiver. 
They volunteered within the program for at least 
one half hour per day, or the senior center di- 
rectors agreed to aiiow them into their program 
because they appeared to be older. 

After four years of operation, more than 45 
individuals have been integrated into 1 1 senior 
citizen centers with tlie assistance of 12 senior 
companions, one part-time social woricer and a 
handful of volunteers. 

Our project was fiinded by a grant for the 
first three years after which time, we received 
stable ftmding through a contract with the coun- 
ty by using fbnds from the local assistance pro- 
gram of the New York State Office of Mental 
Retardation and Etevelopmental Disabilities and 
a matching fimds grant fit)m the Monroe Coun- 
ty Office of Mental Health. The program cost 
was less than $10.00 per day per participant 
This rate included transportation, extra money 
for special activities, and program staff suRwrt. 



Lessons Learned 

□ Using a variety of agencies may be necessary to 
meet each participant's needs. 

We found that we could draw upon a range of 
community resources to help cany out this project 



which included the Monroe County Office for 
Aging, transposiation sendees, public and private 
human services agencies, state-operated facilities, 
volunteer organizations, community education and 
advocacy programs such as the American Red 
Cross. 

□ Overcoming barriers is an ongoing process 

Over the course of the past four years we have 
encountered a number of recurring barriers to 
aiding seniors with developmental disabilities in 
the integraticm process. These barriers have 
included problems with funding, problematic atti- 
tudes of staff within senior centers, overpiotective 
staff at developm^tal disabilities programs, unco- 
operative family members or otho* senior citizens, 
problems with obtaining the necessary cash for 
the requested donation, and a lack of cooperation 
and conununication between and among the 
agencies involved. 

We found the ways to overcome these barriers in- 
cluded becoming involved widi our local uni- 
versity affiliated program in developmental dis- 
abilities to provide training and in-services to 
staff, senior companions and interested consum- 
ers; instituting community education and aware- 
ness, presentations, conferences, seminars, in- 
services to the public, agwicy staff, colleges, 
health care professionals, corporations, health 
fairs; s^jplying for grant proposals; fundraising; 
speaking at public hearings; and having our 
program become a part of the local government's 
long-range plans. 

It is important to continue advocating for the 
needs of individuals with m^tal retardation 
within these agencies. With all of the awareness 
and education of people with disabilities, we have 
only begun to make a difference in their lives. 



Parting Comments 

The Developmentally Disabled Elderiy Pio- 
gram of the Regional Council on Aging assisted 
over forty older adults with developmental dis- 
abilities in retiring to community-based senior 
services. Our methods included brokering ser- 
vices from existing conmiunity resources and 
molding these services to meet the needs of 
each individual participant. Once integrated 
into the community-based senior service, on- 
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going comprehensive case management was 
provided to the participants by the DDEP pro- 
gram director, social worker, senior compan- 
ions, volunteers and student intern. 

We found that our program provided us with 
f^mendous learning experiences about outreach 
into the community. One reason for our 
success in outreach was that within our own 
agency, many of the parents and caregivers are 
also aging and being placed in hospitals or nurs- 
ing homes and they were glad to hear that we 
could provide assistance to their family mem- 
ber. We also became a resource for other aging 
network programs which did iK>t know quite 
how to provide for an older adult who they be- 
lieve has a disabiliQr. 

Our recommendations for others who are 
interested in developing a project such as this 



one include : 

« Remain as objective as possible when dealing 
with sensitive, awkward issues by collecting 
all information frran all sources before re- 
sponding. 

• Be sure to gain su[^it from the local office 
for aging and developmental disaUlities ser- 
vice offices before proceeding. 

• Always put the participants* desires at the 
foreSnont 

• Develop the program around each participant 
and what he/she wants to get out of the pro- 
gram. 

• Focus on participants* strengths by building 
upon their skTls rather than focusing on their 
deficits. 



Portland Senior Center Project 

Betty Zachary^ 

Case Abstract: This case study describes the development of a retirement screening program used to 
ident^ people for integration into urban senior centers in Portland, Oregon. The project promoted 
participant independence and found retirement need to be high and integration success limited by the 
availability of senior centers, A number of seniors with developmental disabiUties were aided in adapting 
to the activities of local senior centers. 



Introduction 

The Portland Senior Center Project began in 
1984. Its purpose is to provide leisure educa- 
tion, recreation, and other opportunities that 
enable seniors with mental retardation to be 
integrated into neighborhood senior centers. 
The project takes place in Portland and 
Multnomah County, Oregon. It emphasizes 
serving individuals who receive services in 
Multnomah County's activity center programs. 



on the activity center's waiting lists, or residing 
in nursing facilities within the county who could 
beriefit from learning how to use the activities 
in our community's senior centers. 

A fundamental tenet of the Senior Center 
Project was that its activities should be conduct* 
ed consistently with the corKept of "normaliza- 
tion" and the provision of a growth-oriented 
high quality lifestyle for each participant We 
wanted the senior center sites to provide each 



Correspondence should be j^ldiessed to Betty Zichary, CTRS, City of Portland, Bureau of Parks and Recreation, Senior 
Leisure Services, 426 NE 12th Street, Portland, OR 97232. 
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participant with a variety of opportunities that 
can aid in expanding his/her capabilities. 
We believed that each participant can be afford- 
ed the highest opportunity for success when 
his/her program content is jqppropriate and 
achievable as well as consistent in delivery- 
holistic in scope, and designed to be delivered 
in a normative manner. 

The identified service goals of the Portland 
Senior Center Project were as follows: 

• to provide appropriate, integrated so- 
cial/rccreati(mal opportunities; 

• to provide assistance to community senior 
centers; 

• to develop a model program for successful 
integration for the older citizen with a mental 
handicap; 

• to create additional activity center openings 
for those on the waiting lists; 

• to increase social interaction skills; 

• to foster the development of a personal 
awareness of leisure; 

• to advocate for the rights of each participant; 
and 

• to provide leisure education with respect to 
each participant's rights as a citizen. 

Through their participation, the seniors be- 
come more active members of the community 
with the expectation that they are afforded a 
greater opportunity for personal growth. With 
this thought in mind, participants' goals were 
measured by the following criteria: 

» Do the services provide re^ct for the parti- 
cipant's right to a normal thythm of the day 
while at the center? 

» Do the services rendered provide for the 
greatest scope of resources the community 
has to offer? 



)^ Do the services offer the participant the 
ability to make choices? 

>► Do the services provided enable the par- 
ticipant to be creative? 

» Does the senior center environment afford the 
participant the opportunity to form bonds 
with fellow seniors at the center? 



Project Description 

The Portland Senior Center Project was joint- 
ly sponsored by the Multnomah County OfRce 
of Human Services, the Social Services Divisi(m 
of tfie Develo^miental Disabilities Program, and 
the area agency on aging. It was aided by the 
Portland Bureau of Parks and Recreation Special 
Recreation Services Program with the suiqx)rt of 
a number of local social and senior service 
agencies. The Project is furKled by an annual 
$19,000 base grant f]X)m Multno nah County. 
An additional $25,000, added to the Project, 
permitted us to hire additional staff to assist 
with programming. Staff consisted of a di- 
rector, supervisor, part-time coordinator arul two 
volunteers. 

On the average, the progran served about 13 
participants with mild mental retardation over a 
one year period. Each of the participants at- 
tended his/her local neighbortuxxi s^cr center 
where he/she was involved in center*based 
recreational and social activities. 

The Multnomah County Mental Retarda- 
tion/Developmental EHsabilities Program sub- 
contracted with a number of agencies in the area 
to operate activity center programs to provide 
five day per week vocational, social, recreation- 
al and self-care training to adults with mental 
retardation. The waiting list for these services 
was quite lengthy. Of the people on the waiting 
list, 19 were age 55 to 59, and 19 were between 
tiie ages of 60 and 81. 

When we became aware of the length of the 
waiting list, we felt th\i it was time for some of 
these people to retire, like other persons their 
age. Without some training and assistance. 
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however, it was obvious that retirement for 
these people meant being trapped at home with 
nothing to do. Our initial program idea was 
quite simple: We wanted to provide an age- 
appropriate activity service alternative and to 
provide a means to a normal experience of 
retirement for these individuals. Thus, the con- 
cept was formed to assist aging individuals in 
joining their age group peers in community 
senior centers and meal sites with the aid of our 
program aides. 

We felt that this approach would positively 
impact the individuals served as well as the 
participating agencies. The older adults with 
mental retardation would be enabled to partici- 
pate in the normal rhythm of the life cycle 
through retirement and linkage Mth services and 
activities common to their age group. Addition- 
ally, the retirement of individuals currently in 
activity center progiams and/or on the waiting 
list for those services would create vacancies in 
activity center programs which would enable 
individuals on the waiting list to move into pro- 
grams more quickly. 

Our process was simple. Applicrtnts were 
pre-screened prior to placement on the waiting 
list When a vacancy occurred in the Project, 
the waiting list was reviewed in light of the 
established criteria and priorities. Care was 
taken to assure that highest priority individuals 
who needed services were served first and that 
support would be available both during and after 
Project participation. 

Initially, these individuals participated on a 
30-day trial basis. If by the end of this time it 
was determined that a community senior center 
was not an appropriate placement, or if the 
individual decided not to continue participating, 
it was possible for the individual to return to 
his/her previous placement in an activity center 
or to the activity center waiting list. If an indi- 
vidual continued past the 30-day trial, he/she 
passed through the following four steps that lead 
to independent participation. 

■ Step I - the participant attended his/her local 
r^nior center with the supervision and support of 
the Project Coordinator one to five days per week. 



During this time, the participant learned about the 
senior center and learned to participate in the 
available recreation and leisure activities, with the 
assistance of the Project Coordinator, senior cen- 
ter staff, and other senior participant . 

■ Step 2 the participant continued as in Step 1, 
but was able to participate with gradually less 
support from staff. During Steps 1 and 2, the 
senior's evaluation and the planning/training 
system common to all activity centers was used 
for all project participants. The participant, case 
manager, home provider, family members and 
advocates were all involved in the development 
and implementation of goals. 

■ Step 3 " the participant attended his'hw center as 
many days per week as he/she desir^ (most 
attended between three to five days). Inject staff 
made follow-up contact weddy and provided 
other assistance as needed or requested. Primary 
support firom this point on was from senior center 
staff and participants, home providers, and family 
members. It was at this point that aiwther 
individual was permitted to start his/her 30>day 
trial period and begin the process anew. 

■ Step 4 "to promote greater independence, the 
participant attended and participated on his/hek^ 
own with periodic follow-up by the project staff. 
Orientation, support, and advocacy were provided 
during all steps as needed by Project staff to 
participants, family, home providers a^d senior 
center staff to help make the process and transi- 
tions as smooth as possible for all involved. 



Lessons Learned 

□ Monitoring the participants at their respective 
sites is a d^cult task. 

We had six senior centers in the county serv- 
ing 13 participants. Monitoring these partici- 
pants at their respective sites proved to be 
difficult because of the number of sites and the 
distances between the different sites. When 
we increased the number of staft» this became 
less of a problem. 

□ Limits in programming are difficult to overcome. 

Many of the participating senior centers offer 
little or no programs other than serving as 
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meal sites. The plan for the future is to 
operate "core centers" that not only sme 
meals but offer a wide range of programs. This 
plan could present problems for the project 
such as transportation for the participants to 
and from the centers, and ultimately the 
neighboiiiood center concept could be a tiling 
of the past. 



example, ont volunteer taught "creative chair 
exercises" at one of the participating sites four 
times per week; an-other volunteer assisted in 
half-day van trips and another volunteer did 
one-on-one reading skills with participants. 
Other volunteers at the various centers made a 
strong effort to engage in socialization and 
recreational activities. 



Parting Comments 

The Portland Senior Center Project was 
successful in providing a worthwhile experience 
for a number of seniors who could independent- 
ly use the activities at a nmnber of senior cen- 
ters. All of the participants were actively en- 
gaged in activities within their centers. 

Volunteers, recruited throu^ a program 
called Serving Others Through Leisure 
Volunteer Experiences (SOLVE), contributed a 
variety of skills at the senior programs. For 



The contradictory aspect of this prDgram is 
that the waiting list continues to grow. There 
are aK)n)ximately 800 individuals who have rt- 
ques^ day progiamming and who are rK>t 
being served. Of these 800, there are 19 indi- 
viduals who are 60 yeans of age and older who 
have not been exposed to the Senior Center Pro- 
ject Our limited resources mean that we can 
only serve so many seniors each year. Hope- 
fully, those seniors who meet the criteria for the 
project will be given the OKJortunity to become 
involved and actively integrated members of 
their conmnmities. 



AVSP's Senior Integration Program 

Maureen Brennick^ 

Case Abstract: This case study describes a retirement assistance project on Staten Island, New York that 
was run jointly by a developmental disabilities and an aging network agency. The project grew from a 
disability agency* s social model day program (tfter many of the seniors were thought to need a broader 
range of activity options. It was found that integration into senior centers and other activities could be 
aided, but not without problems related to lack cf social awareness and limited experiences. 



Introduction 

A Very Special Place, Inc.'s (AVSP) Senior 
Car& and Activity Center opened its doors in 
May 1987 to serve a number of adults aged 55 
and older who had developmental disabilities. 
The Center's goal was to offer a discreet pro- 
gram that provided for retirement needs. The 
program *s objectives were the enhancement of 



socialization and leisure skills and maintenance 
of personal and functional abilities. 

The Center was developed in response to 
AVSP's recognition of a need for retirement 
alternatives for seniors with a developmental 
disability. TTiis need conei^nded to what we 
were hearing from the greater Staten Island 
community and what was identified in the New 



CoiTcspondcncc should be addressed to Maureen Bieimick, Director for Family Siiqspart Services, A Very Spcdal Place Inc 
1429 Hyltn Boulevard, SUten Island, NY 10305. ' " 
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Yoik Qty Department of Mental HealQi, Mental 
Retardation and Alcoholism Services' Annual 
Plan. We felt that this program would offer a 
range of services that offered nonnal community 
alternatives for tiiis population based on their 
individual strengths and needs. Most people 
without disabilities have the opportunity to 
consider retirement choices - we reasoned, 
why not seniors with a developmental disability? 

The Center's efforts were twofold: conduct- 
ing outreach to locate unserved or underserved 
seniors and aiding seniors by providing services 
and activities in a social model adult day care 
environment. As we proceeded with Senior 
Care and Activity Center and continued our 
outreach efforts for this program in the Staten 
Island community, other concerns came to our 
attention. For example, some of the seniors in 
our program appeared to be ready to move to 
other types of settings and activities. Addition- 
ally, there were a number of seniors in 
disability-specific programs who seemed to be 
in need of retirement options, but were either 
tmwilling to attend the Senior Care and Activity 
Center or did not need the intensity of services 
that our program provided. 

According to a report issued by the state, we 
knew that estimates of the number of persons 
with developmental disabilities over age 55 
showed that there would be a significant group 
of seniors not receiving retirement assistance 
service*^ who possibly needed them. 



Project Description 

Thus, a Senior Integration Project under the 
auspices of our Special Senior Networic, seemed 
to be the perfect opportunity to enhance the 
existing spectrum of services. A Very Special 
Place, Inc. submitted a proposal in response to a 
request for {MX>posaIs issued by the New Yoric 
State Developmental Disabilities Planning Coun- 
cil. Funding for the project was aCT>roved and 
we were asked to operate the project jointly 
with another Staten Island agency that had also 
applied - the Community Agency for Senior 
Citizens (CASC). 



The projea, to be carried out jointly by our 
two agencies, was located on Staten Island, New 
York - one of New York aty*s five borougfis. 
Staten Island, a residential community of some 
379,000 people, also has light industry and other 
coitunercial resources that suf^rt its economy. 
Staten Island is ethnically diverse, but is also 
very neighborhood bound and each senior cen- 
ter's members generally reflect the character of 
the neighboriiood in which it is located. Not as 
densely populated as the other boroughs, it does 
nonetheless have a significant population - 
much of it elderly. 

Thus, our Senior Integration Program was 
bom with the objective to provide outreach and 
retirement assistance. As a first step in the pro- 
ject, administrative staff from both AVSP and 
the Community Agency for Senior Citizens met 
to work out an approach through which we 
would proceed in identifying individuals and 
services/senior centers who could best benefit 
from and participate in an integration project. 
Because AVSP was primarily an agency serving 
persons with developmental disabilities, it was 
agreed that we would be the lead agency. 

The project proceeded in three preliminary 
steps: 

■ Step 1 ~ assessment tools were developed to 
help understand the ecologies of the various 
commimity agency program environments 
and were utilized in various settings that 
included disability specific and generic senior 
services. 

■ Step 2 - an extensive community outreach 
was conducted via presentations to local 
councils and oi^anizations, meetings with 
senior citizen and developmental disability 
agency representatives, and mailings to chur- 
ches, synagogues and various other groups to 
infomi the community of this project and to 
request referrals, 

■ Step 3 ~ staff visited a variety of senior 
services/centers in order to have first-hand 
and accurate infonnation about the services/ 
activities offered (see box). These visits 
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helped us to deteimine the appropriateness of 
the senior center services for those with 
special needs as well as their willingness to 
integrate people with developmental 
disabilities. 

As the next step, we tackled a massive edu- 
cation and orientation effort throughout the 
Staten Island community agencies wotldng with 
senior citizens and adults with developmental 
disabilities. Our targets were both generic se- 
nior centers in a variety of commimities and 
seniors with various disabilities in various types 
of disalxlity-based programs or at home with 
family members. Training was done as well in 
many different types of settings including senior 
centers, our own senior program, shelter^ 
woricshops and in any community setting that 
was veiling to make space available for our 
presentations. 



"... we encountered some resis- 
tance to change on the part of 
some of the seniors who might 
have been candidates for our 
project. We found many of them 
afraid to retire because of a 
potential loss of income, of not 
knowing what to expect from the 
changes retirement would bring, 
and of the loss of their identity as 
a ^ worker^ 



In this initial phase of our project, however, 
we encountered a number of unexpected barri- 
ers. The most significant was the difference 
evident between the aging netwoik aiKi the 
develq>mental disability system. We found that 
within the developmental disabilities system, the 
treatment iAiloso|Ay is one of active program- 
ming and the role of staff is to insure partici- 
pation of the individual via various program- 
matic interventions. Much of this problem 
stemmed from the philosophical and pragmatic 
orientation of working with individuals with 
mental retardation. 



In contrast, to the aging netwoik programs, 
the programmatic philosophy is more on staff 
involvement on an as-needed basis. Senior citi- 
zens are encouraged to participate, but if they 
choose not to, staff take a less active role. 
Simply explained, this is because individuals 
with mental retardation generally have a greater 
level of need for intervention due to cognitive 
Hmitations. These differences in treatment 0ii- 
losophies dictate level of service and staffing, 
and, titierefore, the types of interventions and 
expectations of participants. 

Extensive outreach meetings between our two 
systems and inservice/sensitivity training assist- 
ed us in understanding the differences and 
helped put certain mechanisms in place to assure 
a positive working relationship. 

Another barrier we encountered was a lack of 
understanding by much of the generic senior 
citizen system of people with developmental 
disabilities. We found that this barrier was 
based on fears, stereotypes aixl limited 
experiences with individuals who had 
disabilities. In addition to training, we found 
that the most effective method to deal with this 
situation, was to introduce seniors with a 
developmental disability to their age peers via 
visits to senior citizen centers. We also 
sponsored events at our own Senior Care and 
Activity Center and invited seniors from other 
centers to attend. In this way, the two groups 
got to know each other, helping to overcome 
some of those "old" stereotypes. 

Another barrier, unfortunately from the devel- 
oiMnental disability system, was a problem with 
obtaining referrals for participants in the project 
We found reluctance on the part of some 
developmental disabilities providers to refer 
some of their cUentele. This reluctance 
appeared to stem from protectiveness towards 
their clientele and a possible aversion to change. 
Ongoing meetings with agency representatives 
aiKi continuing individual contacts with these 
provider? helped to some degree as referrals 
became somewhat more forthcoming. However, 
we found that outreach efforts had to be contin- 
uous or we would lose our momentum. 
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What to Look for When Ass 


essing a Senior Center 


y Physical accessibility 




• is the building accessible (street level 


• are the bathrooms accessible (acconmio- 


access or ramps)? 


date wheelchairs)? 


• is lighting sufficient? 


• is signage functional? 


• is temperature seasonably comfortable? 


✓ Access to public transportation 




* is paratransit available? 


• are vans/cars available from volunteer 


* are public bus stops, subways, or rail 


transport agencies available? 


stops nearby? 


• are taxis or private car services afford- 




able? 


✓ Program/activities 




• is there a monthly calendar? 


havmg people with disabilities m class? 


• what are the daily and special activities at 


• how difficult are the tasks involved in the 


the center? 


activities? 


• what are the sizes of classes? 


• are there eligibility criteria or costs asso- 


• how receptive is the instructor of class to 


ciated with the activity? 


✓ Meals 




• can the center meet special dietary 


• how many meals are served a day? 


requirements? 


• how many people are seated at each 


• what is the expected donation? how is it 


meal? 


handled? 


• what is the reserved seat policy? 


✓ Center culture 




• how are first time users treated? 


• how diverse is the ethnic composition at 


• now uo cenwr memuers react lo new- 


the center? 


comers? 


• what is the general atmosphere at the 


• how are seats assigned at activities and 


center? 


lunch? 




✓ Center size 




• how many users/members are there? 


• what are the center's amenities (activity 


• what is the physical size (are there differ- 


rooms, recreation facilities, etc.)? 


ent spaces, quiet areas, group activity 


• are other people with noticeable disabili- 




lies auiraiaing me center.' now many / and 


• what is the daily attendance? 


how do they manage? 


✓ Staff and volunteers 




• how many staff and volunteers are there? 


needs? 


• how familiar are staff and volunteers with 


• how do staff and volunteers interact with 


disabilities? 


seniors at the center? (are members treat- 


• what are the attitudes of staff and volun- 


ed courteously? do cliques dominate? who 


teers toward people with disabilities? 


makes decisions?) 


• is there a willingness of staff to "go the 


• were you made to feel comfortable? 


extra mile" to aid seniors with special 
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Additionally, we have encountered some 
resistance to change on the part of some of the 
seniors who might have been candidates for our 
project. We found many of them afiraid to retire 
because of a potential loss of income, of :not 
knowing what to expect from the changes retire- 
ment woxild bring, and of the loss of their iden- 
tity as a "woricer." Project staff worked dili- 
gently to address these issues, specifically by 
coiKiucting pre-retirement workshops and by ar- 
ranging visits for some of the seniors to the 
aging network and disability-specific senior 
citizen program sites. 



Lastiy, an unexpected barrier that our agen- 
cies reported a few months into the project was 
our own limited definition of integration. At the 
initiation of the project, we assumed that our 
successes would lie in identifying candidates for 
full unsupervised movement from our system 
into tile aging system. However, the number of 
people with sk^U levels that would permit fiill 
unencumbered movement were limited and 
therefore this severely restricted us. It took con- 



siderable reevaluation and sharing of experi- 
ences with similar projects in other of New 
York City's boroughs to broaden our per^c- 
tives. 

An q[)portunity then presented itself to in- 
clude a greater number of seniors in the project. 
Hence, over the course of a number of months, 
with the ongoing identification by CASC of new 
integration sites, AVSP developed a more di- 
verse program with candidates of varying needs 
as rK)ted ui die accompanying box. 

As we woiked with our program participants 
observing them interact with non-disablol 
seniors in a center not specifically designed and 
operated with the needs of peofde with mental 
retardation in mind - we began to learn more 
about the problems of true integration. Our 
puipose was not to have people participate in 
this projea without feeling ^ being as actual 
members of the centers they were atteruiing. To 
become "mascots** or a special projea of a 
particular center was not ttie goal of our projea, 
nor did we believe tiiat this would be an indica- 
tor of success. 

Hence, it became clear to our staff that more 
training of our candidates was needed to facili- 
tate their adjustment to the Center's demands. 
We realized that many of the seniors we at- 
tempt to integrate did not know the Pledge of 
Allegiance (which is said daily in many senior 
centers), mr did they kiK)w many of the patriot- 
ic songs regulariy sung in the centers. Quite a 
few of them ate their meals without looking up 
at or speaking to otiiers. They walked through 
swinging doors without checking behind tiiem to 
see if anyone was there and at times did not 
realize that their chairs were blocking others' 
passage. These and other social behaviors, we 
took as **givens,** were not always within the be- 
havioral repertoires of the seniors we were try- 
mg to integrate. 

These and several other seemingly incidental 
issues were barriers to acceptance; which set 
them aside without the staff knowing why. Our 
staff then began to address these issues and 
continue to do so via special training groups at 
the Senior Care and Aaivity Center. Obviously, 



Some Comments 

Ms. Frances V. and Mr. Bun P. attend 
different community senior centers full time on 
their own. They travel to the centers on their 
own. ASVP provides some occasional 
monitoring. 

Ms. Helen C. and Ms. Pauline B. attend 
several local centers for one day a week, 
accomparded by a stefff member who looH out 
for them, but allows item 0 be on their own. 



Twice a week, Mr. Ted D., Mr. Frank M., Ms. 
Angelim F., accompanied and assisted by a 
staff member, participate in a craft group at 
one of our senior centers; another group does 
the same at a different center. 

Our "Luncheon Club,'' made up often seniors 
travels once a month to another center for 
socialization with the center^s members. They 
are accompanied by two staff. 
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we are gaining more experience and knowledge 
as we proceed. 



Lessons Learned 

Q Teaming a developmental disabilities agency with 
an aging network agency works well if your 
objective is to influence Ae aging network*s 
programs. 

We found that as part of a greater community 
effort to promote integration of the two sys- 
tems, we were able to be that much more 
effective because we wcHted closely with an 
aging network agency. Our joint presentations 
and woik at promoting community liaisons was 
effective because, irrespective of the allegiance 
of the agency, they saw us working as 
partners. 

□ Don't assume that all seniors who have been in 
the developmental disabilities system for most of 
their adult lives have the social skills to function 
independently in senior center environments. 

One of the more significant findings was the 
realization that many of the seni(H^ for whom 
we advocated and worked, didn't have the 
functional and adaptive behaviors that would 
have let them blend normally in within the 
social ecology of the senior centers. Many had 
to spend some time in transition to gain social 
and communication skills. 

We suspect that living one's life in a unitary 
environment free of the demands of 
competing influences and social needs as are 
developmental disabilities program settings 
doesn't prepare a senior for the social expecta- 
tions of community senior center sites. A 
supplenental training program or at minimum 
phased exposure would go far in teaching new 
social skills. 

□ Providing the groundwork for integration efforts, 
by education campaigns and personal contacts, is 
crucial - particularly in areas of ethnic or 
cultural similarity. 

It was our experience that we could not just 
assume that each senior center site would be 
naturally receptive to our overtures. We care- 
fully planned and implemented a preparatory 



campaign to orient and introduce the notions of 
acceptance and integration. Tight-knit 
conununitics can be overwhehningly difficult 
for integration efforts or, if the right peq)le are 
gotten to, they can be the most facilitative. 

We carefully chose our course of action 
depending upon what was the character of the 
organization we planned to approach. This 
approach was particulariy important in commu- 
nities where different ethnic and cultural 
enclaves existed. 



Parting Comments 

As the Integration Project moves into its 
second year of funding and activities, we are 
now reviewing our prior goals and objectives 
and those activities we undertook. Last year's 
goals were ^ropriate and they were gerwrally 
met. We believe, however, that approaches to 
the community need to change. Resistance to 
new ideas continues to exist. 

Although we know that referrals would not 
come easily, we assiuned that we could 
overcome ttiat obstacle. As yet, that has not oc- 
curred and it is apparent that much of the 
mental retardation/developmental disabilities 
field needs to become more creative and open- 
minded about new ideas for the elderly. 

We also imdercstimated the fears that people 
with developmental disabilities had about the 
concept of retirement and the enormity of ad- 
justments they have to make for that time. 
Their fear of loss of income is real and as yet, 
the system caimot promise them that more 
money will be available to them. However, it 
has become evident that systemic change is 
needed in many areas. We can distribute SSI 
monies differently to allow seniors more choice 
in how their extra dollars are spent 

We can also educate people who woric with 
program members with a developmental disabili- 
ty to understand that thdr clientele have the 
right to ivtirement options, as do all citizens. It 
is important to expand programmatic options to 
include semi-retirement alternatives and retire- 
ment counselling. It is crucial for the commu- 
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nity to continue to look at its own prejudices 
and fears and be open to change. People with 
developmental disabilities and other haiidicap- 
ping conditions do have the right to participate 
in their own community to the best of their 
ability. 



It is hoped that through the Integration Pro- 
ject and the Special Senior Network our experi- 
ence and understanding will nurture the growth 
of a responsive, need-based, creative senior 
service system. 



Silver Streaks 

Marion M. Balch^ 

Case Abstract: This case study describes a senior club set up within a developmental disabilities agency 
in a rural area of upstate New York, To help older employees of a sheltered workshop transition to 
retirement activities, the club model was used to empower the seniors in decision making, taking part in 
other senior activities, and becoming an active part of the community aging network. It was found that a 
low cost option, like a senior club, can help to prepare seniors for retirement, open up new opportunities, 
and serve as a vehicle for involvement in the greater community. 



Introduction 

In the mid-1980s, the Lexington Center, 
Fulton County's Chapter of the New York State 
Association for Retarded Citizens, Inc., began to 
take notice of the increasing number of older 
individuals working in the agency's sheltered 
workshop and other work programs. While the 
population of the agency's work programs 
disabilities included various physical disabilities 
and mental illnesses, the vast majority of the 
workers were adults with developmental 
disabilities. Many of the individuals with 
developmental disabilities were among the first 
in New Yoik State to have been deinstitution- 
alized and, as a result, have lived successfully in 
the coitmiunity for many years. Others have 
always resided in the community. Currently, 
they live in agency-run community residences or 
intennediate care facilities, while others live on 
their own in apartments in the community or 
with family or friends. 

What was corrmion to all of them was their 
involvement at Lexington Center's sheltered 



workshop in Johnstown, For most of the se- 
niors, the workshop was the only option for day 
time activities. Over the years, earning a pay- 
check had been stressed so successfully that any 
other activity was devalued. Generic senior 
services were available in the conmiunity, but 
little was known about what they were or how 
to access them. Even if individuals had wanted 
to participate in more age-appropriate activities, 
the generic system was ill-prepared to accept 
them. 

During that time, a fledgling attempt was 
made to begin accessing community senior 
services. Working with the director of the local 
Office for the Aging (OFA) nutrition site, ar- 
rangements were made for the workshq)'s older 
workers to attend the meal site one day per 
week. At first only two or three people partici- 
pated, but over time, this number grew to an 
average of 15, some of whom now attend more 
than once a week. 

Transportation to the meal site was provided 
by an OFA van. Initially, a retired workshop 



' CoiTcspondcncc should be addressed lo Marion M. Balch, Director for Rehabilitation Services, Lexington Center, 465 
North Perry Street, P.O. Box 440, Johnstown, NY 12095. 
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supervisor accompanied the group. Quickly, 
this became unnecessary as participants began to 
instruct each other on proper procedures. 



Project Description 

As a result of this initial integration effort, it 
became clear that somettiing had to be done to 
provide age-appropriate and integrated choices 
to the workshop's seniors. In the spring of 
1988, Lexington Center applied for grant fimds 
to create a senior coordinator position which 
focused on introducing seniors in our workshop 
to age-^propriate programs. Unfortunately, 
these funds were not received. 

By eaiiy 1990, the agency decided to try 
providing some degree of services to this group 
with whatever resources it could muster. In 
March, a meeting of all interested older workers 
was scheduled by a workshop counselor. It was 
in this way that the workshop's senior club, the 
Silver Streaks, was bom. 



''The Silver Streaks Club is not a 
product but rather one step toward 
the ultimate goal of meaningful 
choices and experiences for 
seniors with developmental (or 
other) disabilities. The club has 
become a vehicle for promoting 
self -worth, empowerment, and fun, 
both in integrated and non- 
integrated activities/' 



The Silver Streaks is a senior citizens' club 
like other senior clubs, with one difference - its 
members are sheltered workshop workers and its 
meetings are held at the sheltered woricshop. 
After neariy two years in existence the club now 
has 41 members: 22 men and 19 women. Thir- 
ty-two members have developmental disabilities, 
five have physical disabilities and four have 
mental illnesses. The ages of die members 



range from 49 to 74; five are under 55» 32 are 
between the ages of 53 and 69, and four are 70 
years of age or older. The younger members 
have been iix:luded because their needs and 
interests have prompted them to request mem- 
bership. 

At the initial meeting, the group members 
displayed only a casual interest. They discussed 
how they felt about working, and if they wanted 
to do other things. Very few ideas surfaced 
beyond worldng. The next meeting was held in 
May. At the May meeting, the director of the 
Fulton County OFA spoke to the group mem- 
bers and welcomed them as a new senior club. 
In addition, she offered to provide them with 
recreation funding once they became organized. 
Suddenly, the group began to perceive itself as 
empowered. They felt important and worthy of 
outside recognition and support. 

From that point on, the club has held month- 
ly meetings. After much discussion and voting 
a name was chosen: The Silver Streaks. 

A number of club officers were elected in 
September, including a President, Vice President 
and Qub Advisor. During this time, the club is- 
sued press releases about its activities. As a 
result of these press releases, the club's officers 
received an invitation to join the Fulton County 
Council of Senior Qubs in October. The coun- 
cil is made up of representatives from all 14 
senior clubs in the county. The Silver Streaks' 
ofTicers now attend council meetings regularly 
to report on club activities and to participate in 
Council plarming activities. 

Membership cards were designed and distrib- 
uted. The club aj^lied for and received $200 in 
recreation funding from the Office for the Ag- 
ing, which it used to fund transportation to 
special events. 

After the initial meeting, club members saw 
new options for themselves. They began to 
express their own wishes and desires. In fact, 
once the group got started, staff were hard 
pressed to keep up. Members' ideas have in- 
cluded from camping, trips to Atiantic City, 
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raising funds for animal shelters, and visiting a 
greenhouse. 

During the past 21 months, the gro?ip has 
participated in a wide variety of activities ir^ 
cluding monthly club meetings, inviting guest 
speakers to various meetings (from OFA, vari- 
ous businesses, local elected officials), attending 
OFA sponsored bowling groups and picnics, 
visiting malls, going to the Saratoga Harness 
Track, attending library programs, county fairs, 
art shows and a cider mill, running a booth at 
the OFA Garage Sale, forming a choir and 
performing for local nursing homes and attend- 
ing the funerals of several members. 

In May 1990, the agency again applied for, 
and this time received, grant fiinds to implement 
programming for seniors with developmental 
disabilities. Due to state budget problems, these 
funds were not available until the fall of 1991. 
At that time, a senior program coordinator and 
part-time assistant were hired. While the major- 
ity of their time is dedicated to operating a part- 
time senior day program, conducting consumer 
find, aid coordinating with the local OFA, a 
portion of their time is earmai^ied for providing 
organization and direction to the Silver Streaks. 
As a result, the club is now holding weekly 
activities. Although not every member partici- 
pates in every activity, there are weekly choices 
about activities to be made. Some individuals 
prefer to work except when there is a mall trip. 
Others take every opportunity to try something 
new. In otder to keep up with all of this activi- 
ty, we have created a Senior Bulletin Board in 
the workshop. On it are posted the nutrition site 
menu for the month, meeting notices, photo- 
graphs from recent outings, OFA news items 
and other articles of interest to seniors. 



Lessons Learned 

□ Senier clubs can be run on a shoestring, aU 
thougA any monies contributed are helpful 

The Silver Streaks received OFA funding for 
1990 only. Even then, the $200 received was 
quickly depleted. Funding for this program 
has since been a combination of agency sup- 



port (for such things as tran^xvtation, staff 
time, refreshments, etc.), fund-raising events by 
the Silver Streaks (food sales) and member 
contributk)n$. For example, when the club 
went to the coun^ fair, tianspcHtaticm and staff 
time were supplied by the agciMjy, admission 
tickets were purchased with club funds, and 
any refreshments or other items were paid for 
as desired by the individual members. 

Aside from funding, the club has received 
many other types of support The wcMkshop's 
production manager has had no qualms about 
losing his older wodcors during club meetings 
and outings. Indeed, he has been very suppon- 
ive, making donations of excess induction 
matoials and suppUes to the club. The 
agency's recreation director also serves on the 
county's OFA staff. She has contributed many 
hours to the planning and executing of activi- 
ties for the club and has been a prime force in 
creating integration opportunities. 

OthCT staff members throughout the agency 
have contributed ideas, time, materials and 
skills to assist with club activities. Partk:ipant$ 
from the agency's Office of Mental Health 
certified Continuing Treatment Program volun- 
teer weekly as bowling score kcqjers and also 
assist at club fund-raisers. The local OFA 
staff have served as valuable sources of infor- 
mation and assistance and arc committed to the 
success of this group. 

□ Age peers are useful as role models to "break 
the ice" in community activities. 

Throughout the development of tfiis project, 
various choices ww made which facilitated its 
success. When individuals were first inut>- 
duced to the nutrition site a retired staff naem- 
ber accompanied the group instead of a young 
staff member. When selecting an advisor foi 
the club, a twenty-five year veteran staff mem- 
ber, a "scniw" herself, who had the re^t and 
Crust of all our workers, was chosen, "nie 
agency cultivated and nurtured its long-stand- 
ing positive relationship with the county OFA 
and its director. For years the agency has been 
actively involved on several county-wide 
committees concerned with long-term carc 
services. 

□ A senior club model can be a us^ul device for 
sharing activities and community resources. 
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When attending integrated community activi- 
ties, we have attempted to blend in, without 
drawing attention to, the disabilities of our 
members. We have also made sure that in 
whatever way possible, we have given back to 
the community's seniors. At last summer's 
county-wide OFA picnic, Lexington supplied 
tables, chairs, coolers, a coffee pot, a popcorn 
machine, and a supervised crew of summer 
youth employees to help set up, ser\'e, and tear 
down. 



Parting Comments 

Although the Silver Streaks participated in 
many activities, the cost of those activities is 
prohibitive for some members. For those living 
independently or with family, the cost of bowl- 
ing or a boat ride is beyond their means. Con- 
sequently, the club plans few activities that re- 
quire a fee, thus limiting its range of activities. 

Fulton Coimty is an economically depressed 
area. There are two senior centers and five 
nutrition sites in the county and a limited transit 
system. These factors make it difficult for 
workshop seniors to attend community senior 
activities. By having a senior club at the work- 
shop, we are able to introduce individuals to 
outside activities and to transport them as a 
club, but we have great difficulty in arranging 
transportation for them to participate indepen- 
dently. 



The Silver Streaks Qub is not a product but 
rather one step toward the ultimate goal of 
meaningful choices and experiences for seniors 
with developmental (or other) disabilities. The 
club has become a vehicle for promoting self- 
worth, empowennent, and fun, both in integral* 
ed aiKl iK>n-integrated activities. 

Our biggest regret about the Silver Streaks 
project is that we did not start it ten years soon- 
er. The lesson learned is do not wait for a 
funding source, do not try to put in place a 
grand scheme - start wiUi what you have. If 
you want a program for seniors, there is proba- 
bly some small thing you can do right ik>w. 
Our experience has slK)vm that after you do that 
small thing, people will begin to notice and get 
in line to help. Build on the strengths and abili- 
ties that your agency has. Use whatever con- 
nections you have already established. 

At the Lexington Center, the Silver Streaks 
Club has empowered our seniors, raising not 
only the members* self-esteem, but the esteem 
of ttieir co-workers and friends. The group's 
energy, enthusiasm and drive have focused staff, 
agency, and community attention and resources 
on the needs and abilities of this so long over- 
looked group of individuals. 
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A unique concept in providing retirement activities opportum- 
ties is the notion of "pull-out" programs. During the course of collect- 
ing examples of projects designed to aid integration and socialization, 
we came across a number of these types of programs. What are pull- 
out programs? They are programs where two or more groins of 
people are drawn together for a common purpose during a distinct 
period of time. In many instances, the host program may operate a 
specific site, such as a senior center, or a disability agency retirement 
program. The operators of each agency will schedule common activi- 
ties that facilitate the interaction of members of each program with 
those members of the other program. Sometimes these programs are 
designed around a one-time activity like a visit or trip, other times 
around an on-going activity like maintaining a garden or a travelling 
chorus. 

What is the benefit of such programs? They tend to bind 
people of different backgrounds or affiliations during a period of time 
when each person can get to know the other better — the goal in each 
case is to "break down the barriers" and let natural friendships or 
social contacts to evolve. Sometimes these efforts are successful to 
this end; other times, they offer a period of common camaraderie 
which is then followed by each going back to their own. Do they have 
a positive effect upon their participants? We think so. The examples 
that follow show that psychological barriers can be broken down, and 
that people can get to know other people so as to allay stereotypes or 
negative impressions. These models are not unique, but that they are 
being tried in greater frequency speaks well to ttie creativity of people 
working with seniors to break down social barriers. 

The lessons learned? Creativity and innovation often must 
struggle with lack of financing and administmtive problems. Such 
programs can only work when an individual "spark" sets the tone and 
oversees the workings. They are excellent "ice breakers" in getting 
the community to think in terms of inclusion. They are an excellent 
means of fostering friendships and greater public awareness of people 
growing older with disabilities. 
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Syncopated Seniors 

Beth Zimpel and Natalie Heretz^ 

Case Abstract: This case study describes a project which took place in a rural area of New 
York state that used a spirited chorus group to bring together seniors with a developmental 
disability with other seniors from the same community. Both shared in learning new songs and 
travelling about to meet singing engagements. Social bonding and shared learning lead to new 
friendships and greater community acceptance of older persons with developmental disabilities. 



Introduction 

Perfonning arts arc an ideal community 
integration medium for elderly persons with 
develqmental disabilities. At the Oneida 
County Association for Retarded Qtizens we 
discovered this happy fact, almost by accident 
Since 1988, we have been networking with the 
ComhiU Senior Center in Utica, New York. 
Our seniors and the seniors from the local de- 
velopmental disabilities service office were go- 
ing to the Center for various shared activities, 
such as lunch, bingo, field trips and special 
events. Members of that Center were also com- 
ing to our facility to Jeam more about us. We 
wanted to put.a Uttle more "pizazz" in the pro- 
cess. Thus, we came up witti the idea of com- 
bining the two groups into a chorus. 

Through this many goals could be achieved: 

• Provide an integrated activity that both popu- 
lations would enjoy in a generic senior center 
setting to enhance a retirement Ufestyle. 

• Serve as an example to the community 
through our local performances that these 
two populations can work harmoniously to- 
gether and produce something of value. 

• Raise the community consciousness that the 
aged, both generic and those with develop- 
mental disabilities, have a valued presence in 
our community (22% of our local population 
is 60 years old or older). 

• Give the performers an chance to give back 
to the community that has given to them. 



Project Description 

Everyone agreed that this idea was an excel- 
lent one and worth a try. As far as we were 
aware, the chorus would be the first one of its 
kind. Groundwork was already in place through 
an earlier effort to bring the groups together. 
(In 1989, the NYS Office of Mental Retardation 
and Developmental Disabilities published a 
report on these efforts titled Sharing Activities.) 
General su{^rt in our community was also 
well established as far back as 1986, when the 
Orieida County Association for Retarded Citi- 
zens spearheaded the formation of a task force 
to study the emerging needs of the elderiy per- 
sons with mental retardation and developmental 
disabilities. Involved in the founding of the 
task force was the Institute of Gerontology at 
Utica College of Syracuse University and the 
Rome area developmental disabiUties service 
office. The county office for the aging is also a 
major participant in the Task Force now 
known as the Oneida County Aging and Mental 
Retardation and Developmental I^sabilities 
Coalition (see Section 2 for a fuller description). 

In March 1990 we began chorus rehearsals, 
practicing or\t hour per week at the ComhiU 
Senior Center. Fifteen members of the Center 
participated, as well as six seniors ftom the 
OCARC and three seniors from the Rome 
developmental disabilities office. The commu- 
nity performances started in June 1991. 

In one year, we have "sung out" twenty-five 
times at various places including nursing homes, 
senior centers, local college activities, and com- 
munity events. 

Supporting this very complicated, but excep- 



Coficfpondencc should be addressed lo Angela Z. VanDcrhoof, Executive Dircclor, Oneida County Association for 
Retarded Citizens, 14 Arnold Avenue, Utica, NY 13504-4759. 
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tionally popular singing group are two staff 
from OCARC (one for coordination and (me for 
conducting), two staff from the Rome develop- 
mental disabilities office, OCARC Transpor- 
tation Department, Comhill Senior Center 
(space and membership), the state developmen- 
tal disabilities agency's Senior Companion 
Program with two volunteers, and most impor- 
tant and difficult to recruit, a volunteer piano 
accompanist 



^^Probably the single most 
important ingredient is to have 
one person willing to take the lead 
who sees this goal as a worth- 
while effort no matter what the 
barriers.^^ 



The process of setting up the chorus was a 
step-by-step one. Through word of mouth b^ 
key active center members, suf^rt was given 
to form a chorus. Signs which advertised the 
formation of a chorus to sing "old time tunes," 
were put up at the center and notices were 
placed in the monthly calendar of events. A 
volimteer piano player, who is also a senior, 
was found through a request in a local church 
bulletin. 

From the onset, the facilitator sought to have 
the membership understand that the ^losophy 
and goal of the chorus would be to focus on the 
group's process and the members' relationship 
with one another. The music would be second- 
ary. As a result, the caring attitudes and tespea 
afforded to everyone and acceptance of individ- 
ual differences has produced a well orchestrated 
chorus that is an appreciated group in the com- 
munity. 

Dignity in everything we do and how we 
present ourselves has also given the chorus a 
valued artistically successful image. The chorus 
members are often reminded of this philosophy 
and thanked for the important contribution they 
make toward meeting these goals. Role model- 
ing aiid peer pressure reinforce aK>ropnate 



behavior and the Senior Companions also play a 
vital role in this area. We attempt to eiKX)urage 
participation and an interdependent relationship 
among the groups which is positive, valuable 
and mutually rewarding. 

The songs are ones that are familiar and 
conmionly heard today. The first verse is 
played through by the accompanist and then 
sung by the chorus. Because some individuals 
with developmental disabilities may not read, 
this offers more opportunity to participate, as 
the words to the first verse are more likely to be 
remembered. The rK>n-reading seniors are al- 
ways offered a songbook and help is provided 
by a center member in fmding the correct page. 



The center members who have visual acuity 
limitations are given large print copies of the 
lyrics. SuRwrt is given to everyone who needs 
it, in whatever fonn is necessary. For example, 
a woman with a developmental disability who is 
in a wheelchair does not have access to the 
stage where the practice sessions are held. She 
has, therefore, been made assistant director and 
places herself off stage where the conductor of 
the chorus stands. 

After a person with a d'^veloiHnental disaUli- 
ty has participsued for about three months, they 
are replaced on a rotating basis by anoflier 
memter. This switch is done at a time when 
the selection of songs is changed to afford the 
member ample time to learn the music and 
routine of the group and to maintain the conti- 
nuity of tiie chorus. During concerts, the chorus 
members wear white shirts/blouses and black 
pants/skirts. The women wear a red vest while 
the men don a red bow tie. This conunon attire 
helps give us a visual identify and unified ap- 
peararK:e. 

Partial participation in the activity is valued. 
For example, one member of the chorus had a 
severe hearing limitation and sings very few 
words to the songs. However, she adds much 
spirit and love to the group arxl receives immea- 
surable pleasure in return. The chorus members 
are valued because of their humanness, not for 
what they can produce or do. Because the re- 
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quests for engagements were more numerous 
than we could handle, our ai^)earances were ap- 
parently perceived as quite worthwhile. 

The structure of the chorus was developed so 
that every person involved is a "key" and val- 
ued participant. The group decides the working 
of the chorus and maintains control. Therefore, 
every person in tiie group has equal input. 

Transportation has become our^biggest cost 
Other costs were material for ourled vests and 
flowers (which the senior center director made); 
sheet music; arKl an occasiorud party treat for 
the gr:)up celebrations. Staff time was either on 
a voluntary basis, or staff-shared from other 
programs. The Senior Companion volunteers 
are funded through the state developmental 
disabilities agency and were "borrowed" from 
their regular [dacement sites. 



Lessons Learned 

Q Many and varied governing regulations tend to 
be a major si umtUng block 

Vex example, due to the state developmental 
disabilities agency's regulation on medication 
administration, if a chorus member needed 
medication, a medically certifled staff person 
would have to go to the location to administer 
it Normalization is more difficult to achieve 
this way. 

Likewise, communication was at times an 
issue due to the number of agencies involved 
and the frequency of performances. Coordi- 
nation between so many facilities and differ- 
ing systems required much time and organiza- 
tion. 

□ Transportation is a concent, as it is for most 
community efforts 

The OCARC Transportation Department pro- 
vided all the transportation for the chorus, 
except for one trip for which the city of 
Utica*s Senior Bureau provided a bus. 



□ A project leader is crucial 

Probably the single most unportant ingredient 
is to have one person willing to take the lead 
who sees this goal as a worthwhile effort no 
matter what the barriers. That sense of vision 
is cmciaV The facilitator can be firom any 
networlc but must "own" the chorus and con- 
tinue to persev^ toward its success. Prob- 
lems are brought to the chorus members and 
resolved through their suggestions. For exam- 
ple, once when there was an unexpected prob- 
lem with transportation, the members "car 
pooled". 

□ Problems can be resolved through networking 
on the administrative level 

Much of the netw(Mldng can be done by tele- 
phone calls, but some structured meetings are 
also helpful. As mentioned, the Oneida County 
Aging and Mental Retardation and Develqxnental 
Disabilities Coalition oversaw the chorus and 
other integration efforts in our locality. In addi- 
tion, media coverage can help givr a project an 
identity in the community. Performances led lo 
increased visibility and more requests to sing. 
Logistics, such as needing a piano, were resolved 
through the contribution of a portable keyboard. 



Parting Comments 

The choms has become a collective effort. 
Each participant woiks towards the conunon 
goal of enjoying each others' company while 
singing together. Music is a wonderful medium 
for this goal as it "energizes and organizes." 
Performing arts, such as a chorus, are ideally 
suited from two vital aspects - actual integra- 
tion of participating members and outwatxlly, 
as a conmiunication, public relations medium to 
the conmiunity. 

These types of efforts ar *. relatively low-cost, 
very enjoyable, and a very w^ll-received way to 
meet the goal of community integration for 
elderly persons with mental netaidation and 
other developmental disabilities. It*s a plus for 
all involved and the community benefits. 
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Community Garden Program 



Betty Dubiel-Turgeon^ 

Case Abstract: This case study describes the experience of a disability agency in rural Connecticut with 
implementing a pull-out project that involved seniors with developmental disabilities in community gar- 
dening. The program took advantage of a public vegetable garden and using the gardening activities 
exposed a group of seniors to other gardeners. It was found that the gardening experience was a very 
productive and a useful means of involving seniors with developmental disabilities in community activities. 



Introduction 

Goodwill Industries of the Springfield/Hart- 
ford Area, Inc. is one of the oldest and most 
well-established rehabilitation facilities in New 
England. Established in 1925, its mission is to 
provide comprehensive rehabilitative program- 
ming for individuals with special concerns. The 
driving force behind this renowned organization 
has been the provision of services to meet the 
needs of the ever-changing community and 
divergent clientele. Among the needed services 
has been a retirement program for adults over 
the age of 55 with mental retardation. 

The Opportunities for Older Adults Program 
(GOA; funded through a grant from the Con- 
necticut State Department of Mental Retarda- 
tion) was implemented in 1986 and currently 
serves 42 individuals. The goal of the OOA 
Program is to encourage growth in the areas of 
community integration, awareness of self and 
others and redirected work and leisure activities. 
Services which have been provided to accom- 
plisli this goal include: occupational therapy 
activities, community outings, recreational activ- 
ities, reality orientation groups, self-help skills 
training, behavior management therapy and 
opportunities for volunteer asagnments. The 
C^^por^tics for the Older Adults Program 
strives to build upon the experiences of the 
individuals it serves and to enable expressed 
interests and talents in order to create new rec- 
reational OKX)rtunities for the program. 

Two years ago, a handful of program par- 
ticipants became involved in a small in-house 
gardening project. Soon these individuals were 
reminiscing about gardening experiences they 
had while growing up. The OOA staff also no- 



ticed how tending to growing plants had an en- 
ga^ng, yet soothing effect on these itKlividuals 
and how this particular activity brought people 
together in a socially interactive group. 

The seed had thus been planted and soon the 
idea of an OOA outdoor gsurdening project was 
in full bloom. 



Project Description 

The Opportunities for Older Adults Program 
is located in the suburban town of Wethersfield, 
Connecticut. Contact with the Town Hall re- 
vealed that the program site was located within 
a one mile radius of the site of the Wethersfield 
Community Gardea The Community Garden 
offers flie residents of Wethersfield the opportu- 
nity to plan a garden of their own if raising 
vegetables, flowers or fmits on their own prop- 
erty is impossible. 

The OOA staff felt tiiat the prospect of par- 
ticipating in a ccHnmunity garden was realistic 
and advantageous for several reasons. Not only 
would this type of e}q)erience foster integration 
with the community at lai^ge but it would also 
encourage physical exercise arxl movement, 
outdoor activity and the satisfaction of seeing a 
project throu^ from the {darming aikl planting 
phases to the harvesting phase. 

Under the direction and supervision of four 
full-time staff members, a core group of three 
program paiticipants began {banning for the 
garden. The fir^t hurdle to be cleared was se- 
curing the piece of land to be used. There was 
some initial hesitance on the part of the town to 
let the program use a plot of larKl in the com- 



Corrcspondcncc should be addressed to: Betty Dubiel-Turgcon. Program Director, Opportunities for Older AdulU. 
Goodwill Industries, 370 Silas Deane Highway. Wethenfieid. CT 06109. 
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munity gaiden. Much of this hesitance was 
grounded in a general lack of knowledge about 
our program participants. Through much infor- 
mal education and hard woik by program staff 
this barrier began to crumble. Following the 
guidelines established by the town, the program 
used one of our seniors who resided in the town 
of Wethersfield to sign up for the use of the 
garden plot thus enabling all the others to use 
it This task was accomplished and the plan- 
ning proceeded. 

The gardening project actually starts each 
February with a meeting to discuss the items to 
be planted and harvested in the garden for the 
upcoming season. These meetings are super- 
vised by one staff member and usually involve 
two to six program participants. At these meet- 
ings individuals discuss what they would like to 
see raised in the garden. All are encouraged to 
make suggestions and wei^ die merit of these 
suggestions by keeping in mind the size and 
nature of the plot, the available fimds and 
equipment, tte amount of woik we can reason- 
ably expect to accomplish and the preferences 
regarding what vegetables and herbs to harvest 

Once these decisions have been made, we 
make trips to local supply stores to purchase the 
necessary equipment. Staff members and pro- 
gram paiticipants select hoes, rakes, shovels, 
plastic sheets, fertilizer, garden hoses, posts, la- 
bels, watering cans, twine and any other nec- 
essary items. In addition, seeds and bulbs are 
purchased in order to begin the planting pro- 
cess. 

In late February or early March, when it is 
still too cold outside, our gardeners begin plant- 
ing the seeds and bulbs in our greenhouse area. 
These tiny i^ants are the foundation of the gar- 
den. Any interested program participant may 
choose to participate in these planting groups. 
Educational discussions about the plants and our 
garden are promoted by the supervising staiT 
member. 

Generally, the OOA staff and program parti- 
cipants begin visiting the garden site in mid- 
April after the town has plowed the area. Plans 
begin in earnest for deciding what plants will be 



located in a particular area of the plot and in 
eariy May transplanting the seedlings from the 
center to the garden begins. Throughout the 
summer months, a variety of hertw, flowers, 
vegetables and fruits are nurtured and harvested. 

One of the more practical aspects of this 
project has been the opportunity afforded our 
seniors to interact and socialize with other users 
of the town's community garden plot Many of 
the garden neighbors have stopped by to say 
"hello " get to know us, and exchange gardening 
tips. As the OOA program participants tended 
the garden they not only interacted with com- 
munity members, but they were able to bask in 
the glow of a job weU done. 

The seniors also coordinate activities related 
to the harvest and sale of the produce that was 
raised. Volunteers from the program are needed 
to wash, weigh, bag and label aU items collea- 
ed from the garden. The seniors must also 
determine the amount of money they should 
charge for the vegetables, heibs, fruits and 
flowers they intend to seU. This research may 
involve taking trips to local grocery stores and 
review of newsps^r flyers to determine fair 
pricing of the items. These activities work to 
foster community integration and socialization. 

Produce is not only sold to friends, program 
staff, community members and other Goodwill 
staff, but it is also used in other projects at the 
program site. For example, herbs may be used 
in a cooking group addressing good nutrition or 
fmits may be used to demonstrate caiming or 
jam making. 

The cost of the garden project has varied 
from year to year with a consistent decrease in 
the amount of fiiuuicial resources necessary to 
sui^n the program. When we started, we had 
$200 available for start-up costs. Actual ex- 
penses included: $20 for the garden plot, $100 
for equipment arul $40 for seeds, seedlings and 
bulbs. Each year we find ourselves requiring 
less money for equiixnent with more income 
being generated from produce sales. This finan- 
cial security has enabled us to expaiKl the vari- 
ety and number of items we plant aiKl harvest. 
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All revenue used in this program is subsi- 
dized by an annual grant through the Cc^inecti- 
cut State Department of Mental Retardatioa 
Ancillary support is generated through produce 
sales. 



Lessons Learned 

The OOA Community Garden Project, cur- 
rently going into its third year, has not gone on 
without obstacles. Consistent with any new 
program, one must often adopt a "live and 
learn" attitude and tackle one problem at a time. 
Some of our lessons learned include: 

□ Pick a task that can be undertaken by the people 
in your program and make sure it is one thai 
Witt be fun and rewarding for them. 

Gardening can be hard work. An obstacle has 
been the very physical nature of maintaining a 
garden. The lifting, bending and hauling tasks 
involved with a project such as this one can be 
particularly difficult for older persons. Be- 
coming aware of the need to schedule rela- 
tively short gardening periods (three times per 
week for no more than one hour) is key. 

Also helpful: alert staff to look for signs of 
fatigue and boredom and avoid haste in any 
project associated with the garden. Dehydra- 
tion is also a concern, primarily in the outdoor 
activities. Plenty of water in jugs is a must. 
In addition, varying the individuals involved 
with each activity avoids bum out and pro- 
vides new blood to the project. 

□ Activity supports need to be weU thought out and 
it is helpful to have a staff member with a per* 
scnal interest in the activity. 

Another obstacle encountered was the logistics 
of the garden plot itself The lack of paved or 
bricked areas rediice the accessibility of the 
plot and render it wheelchair inaccessible. 
This problem restricts people who use wheel- 
chairs for their mobility needs from actually 
working the garden. To date, these individuals 
have been involved in the garden project 
through indoor activities such as planning, 
planting seedlings, harvesting and seizing. 
These individuals also visit the garden regular- 



ly to check on pi*ogress and to interact with 
the other community garden plot owners. 

We remain hopeful that, through continued 
community education and visibility, we will be 
able to have a positive impact on the Wether- 
sfield Town Hall and to increase the town 
workers awareness of problems with accessi- 
bility and disalnlities in general. 

Another mobl^ we encountered was the lack 
of adequate gardening equqNnent The staff 
generously lent dieir owu equipment which 
supplemented a rather thin budget for the first 
year. The i»dblem of adequate equipment has 
declined steadily each year. This decline has 
been due to the addition of several new pieces 
of equipment The equipment was purchased 
from funds that we raised by selling the pro- 
duce which we harvested at the garden. 

An additional barrier has been the lack of 
restroom facilities at the garden site. Return- 
ing the entire gardening group to the program 
me for spcMadk use of the bathroom was 
cumbersome and difBcdt at best The addi- 
tion of a vehicle and another staff member to 
accompany the garden group sqypears to have 
rectified this situation. Now, one staff mem- 
ber and several gardeners may renuun on site 
while the additicnal staff memba* in another 
vehicle returns to the program area with the 
person in need of the battmxMn. This easy 
task is made possible in part due to the close 
proximity of the garden to the program site. 

□ Make sure you know all about Ote type of pro- 
ject you will be undertaking 

A somewhat less serious problem, and one 
which offered spontaneous comic relief from 
all the hard work, was the difficulty on the 
part of program partic'^ts in distinguishing 
plants from weeds. The task of wee^g was, 
for a time, a hair raising and heart breaUng 
experience for staff. Resolving this problem 
became one of education and identification of 
individuals who attained the skill of ""weed 
selection." 



Parting Comments 

Although it is easier to focus on the obstacles 
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or problems in any program it is often of great- 
er benefit to examine the successes or benefits 
gained from a new experience. 

The OOA Community Garden Project has 
had several successes. One is of program parti- 
cipants' growth. Through their involvement 
with this project, the individuals we serve have 
regained a skill long forgotten, or have been 
afforded the opportunity to develop new skills. 
In addition, OOA staff have noticed an im* 
proved ability to communicate on the part of 
project participants as well as the addition of 
several new words associated with gardening to 
their available vocabulary. Program participants 
have also increased their awareness of the envi- 
ronment and their impaa on living oiganisms. 
Occupational therapy skills such as spatial abili- 
ty and number concepts have also improved. 
The physical, mental and emotional health of 
our gardeners has improved tremendously 
through the physical activity this type of project 
demands. Perhaps most impressive is how the 
community garden has fostered the development 
of talents and creativity and has spariced an 
interest in the future for our consumers. 

In addition to the these areas of growth, the 
socialization aspects of this project have also 
been of great benefit. Working toward a com- 
mon goal has fostered responsibility, coopera- 
tion and a respect for the rights and ideas of 
others withia tiie gardening group. Socializa- 
tion and visibility within the community have 
also increased with friendships being fomed 
between our program participants and other 
community gardeners. 

The cost-benefit issues associated with this 
project are strongly positive and financially via- 
ble for rehabilitation facilities of every size. 
For an initial start-up cost of slightly over $150 
(not including staffing and transportation which 
are generally covered in existing grants), the 
benefit derived by staff, program participants 
and the community at large is tremendous. 

" The development of skills and growth in a 
variety of areas for program participants has 
been great. The benefit for staff of having an 
opportunity to develop and implement a suc- 



cessful and growing program has afforded them 
an opportunity to develop new skills as well as 
to become more cognizant of the skills and apti- 
tudes of our consumers. The agency too has 
benefitted from increased communiQ^ visibility 
in terms of puUic relations and marketing and 
tiie surrounding community has benefitted from 
the interaction with our program participants. 

To continue to provide the highest quality 
services availaUe, the Goodwill staff constantly 
strives to improve its programming. Within fli 
Community Garden Project, three areas of po- 
tential improvement have been noted: the ac- 
cessibility to the garden [dot, the allocation of 
staff time to the project and the involvement of 
community members vwth the OOA Program. 

We are woricing to secure a garden plot that 
is wheelchair accessible. In addition to contin- 
uing to work with the town of Wethcrsfield to 
improve access to garden plots, we are seeking 
to build and use raised gani^iing beds to be 
used by persons in wheelchair. 

The Community Garden Project greafly 
underestimated the initial time and effort needed 
by our staff to create such a program. The 
physical labor, exacting planning, and weekend 
woric require a tnily dedicated and somewhat 
knowledgeable staff. Each year, the gardening 
becomes easier and more enjoyable for both 
staff and the seniors; however, the initial set-up 
effort involved should not be taken lighdy. 

We are seeking to increase the number of 
commimity residents who are involved with the 
garden project in order to enhance their integra- 
tion. Initial plans include utilizing those area 
senior citizens who have initiated contact at the 
community garden site to volunteer with the 
OOA program and share their gardening, cook- 
ing, baking or canning expertise. 

For those providers who wish to experience 
tiie joys of a gardening program here are some 
guidelines to assist you in the start-up phase: 

• Spend a significant amount of time planning 
all aspects of the program (from purchasing 
the seeds to storage of the goods harvested). 
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• Provide activities that arc both active and 
passive as well as indoor and outdoor to 
enable as many people as possible to woik 
on the project. 

• Start off with a workable number of interest- 
ed participants and a reasonably sized gar- 
dea then grow at a rate that is supported by 
available staff time and financial resources. 

• Make use of all available conmiunity re- 
sources (such as, libraries, films, nurseries 
and garden experts) in your area and help 
program participants to contribute their ideas, 
knowledge and skills in all phases of devel- 
opment and implementation of the garden. 

• Be prepared for situations that may be out of 



your control (for example, weather or insect 
pest problems). 

The Opportunities for Older Adults* Com- 
munity Garden Project has far surpassed our 
initial expectations. We recognize the 
program's ability to offer ongoing opportunities 
to foster pfTSOnal growth for all individuals 
involved with the project. The teamwork in- 
volved in planning, planting, carming, harvest- 
ing, cooking and selling fresh produce to friends 
and neighbors has provided memorable and 
enjoyable times for all. More importantly we 
have become a pan of the community, using 
and sharing a town resource and making new 
friends. We look forward, with enthusiasm, to 
the continued growtti and expansion of this 
valuable project. 



LIVE Senior Services 

Sandra Boudreau^ 

Case Abstract: This case study describes two projects in the Placer County, California area. The agency 
attempted to set up a number of opportunities for seniors from their agency to interact and share activities 
with seniors from the community. It was found that degree of integration and involvement with other 
seniors was highly dependent upon the type of community and the nature of the other seniors who make up 
the membership of the community s senior center. 



Introduction 

Placer Coimty ARC'S Senior Services' con- 
cept began when the growing population of 
seniors being served in an activity center did rx)t 
want (nor did it seem appropriate for them) to 
participate in job readiness training. They want- 
ed a quieter, calmer group activity, more suited 
to their age and stamina. 

The original group of 15 — which was con- 
sidered at the time the grant was written - grew 
to 32 by the time the funding was appropriated. 
Currently, there are thirty-six seniors with devel- 



opmental disabilities being served in two loca- 
tions. We call our seniors program LIVE for 
"Lessons in Vitality for the Elderly." 



Project Description 

The senior services were designed to serve 
people with developmental disabilities aged 55 
and over. ^ program hours were set from 
9:00 a.m. to 2:00 p.m. - a reduction from typi- 
cal day programs. Our previous experiences 
with this population's stamina and attention span 
had shown that a reduced day would be better 



Correspondence should be addressed to Sandra Boudreau. Placer County ARC, 151 N. Sunrise Avenue, Suite 1002, 
RoseviUc, CA 95661. 



96 



86 



Integration Experiences 
Casebook of Program Ideas in Aging and Developmental Disabilities 



for them. 

The start up grant came from Program Devel- 
opment Funds from the State of California, De- 
partment of Developmental Services. The fimds 
from the grant were to be used to serve the 
catchment area of Placer County and parts of 
bordering Sacramento County - a predominant- 
ly rural area. Althougji the original senior pro- 
gram began in a small community of Rocklin, 
we also began a program in Lincoln. As our 
agency has served the entire county, these cen- 
tral locations were chosen in oider to minimize 
the time needed for the seniors to be transported 
from their homes to senior program sites. 

Interestingly, we had quite different experi- 
ences in the two sites we used. In our naive 
anticipation of being able to use available senior 
services freely, we planned the daily schedule 
toward integration as much as possible. At 
Rocklin' s senior activities program — a nutrition 
site - we found that not only were our seniors 
not accepted by the majority of other seniors, 
but the activities were geared to a much faster 
pace than they could keep. We also found that 
many of the seniors were not too social with one 
another. Whether this was an ideal situation for 
integrating anyone was called into question. 
However, Rocklin was a place where many 
seniors lived and although it has some liabilities 
(no sidewalks or busses) we wanted the seniors 
to have a program that was rewarding and avail- 
able for them. 

For our second experience, we decided to 
locate a program site that we ourselves would 
operate as a senior program. We found a house 
in Rocklin that was accessible. The builder 
designed the house with "front control" appli- 
ances: extra wide doors, adaptive hardware on 
the doors and a wheelchair ramp. Because we 
wanted our seniors to build friendships beyond 
those of us who are paid to be with them we de- 
cided to build a "buddy system" into our pro- 
gram by "reverse mainstreaming." We received 
a grant from the local arts council to hire a staff 
person who taught classes at our senior site 
which were open to anyone in the community. 

This effort was somewhat successful for the 



duration of the grant Two women who partici- 
pated in the project have continued to conduct a 
sing-along every Friday. Unfortunately, most of 
the cme-on-one friendships still did not develop. 

In order to pursue the idea of having friend- 
ships fonn among their aging peers in the com- 
munity, we received another grant from the 
Sierra Foundation to set up "Adopt a Friend" for 
a special outing such as going to a movie, lunch 
or art gallery where we would pay the 
volimteer's expenses and reimburse himAier for 
his/her mileage. We aj^roached all the senior 
groups and churches as well as advertised in 
local newspapers for volunteers. Again, we had 
no success and thus, we were forced to return 
the grant money. 



we had quite different 
experiences in the two sites we 
used. In our naive anticipation of 
being able to use available senior 
services freely^ we planned the 
daily schedule toward integration 
as much as possible. At [one] 
senior activities program - a 
nutrition site - we found that not 
only were our seniors not accepted 
by the majority of other seniors^ 
but the activities were geared to a 
much faster pace than they could 
keep. We also found that many of 
the seniors were not too social 
with one another. Whether this 
was an ideal situation for inte- 
grating anyone was called into 
question...*^ 



At that point, we already had a successful, 
active seniors group participating in activities of 
their choice on a daily basis, and integrating 
with other seniors when possible. Unfortunate- 
ly, many elderiy people were openly cruel and 
veibally abusive. Therefore, we have had to be 
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careful not to subject our seniors to such treat- 
ment. 

Within the past calendar year, we opened a 
second senior service in the small community of 
Lincoln. This program ~ which served a small 
number of seniors - is totally integrated within 
a recreation center in the heart of the town and 
within walking distance to stores, the senior 
nutrition site and restaurants. We serve only 12 
seniors with two staff. The seniors can check 
out a video, purchase a craft project, have limch 
out with a friend or get their hair done within 
just a few blocks of the facility. 

Another opportunity for activities is to attend 
art classes at a facility where the ARC has rent- 
ed space. The esteem building has been phe- 
nomenal and the quality of the work being 
turned out is terrific. The seniors at our Lincoln 
site are involved in a number of enjoyable activ- 
ities, including participating in a kitchen sink 
band (we supply the music teacher). Many help 
out at the nutrition site by serving lunch. 

Our catchment area is very rural and large. 
We have attempted to set up programs near the 
seniors to cut down on the "drive time" neces- 
sary to get to the programs. Like other seniors, 
our seniors found that commimities differ mark- 
edly, some are friendly and accommodating and 
some are cold and rejecting. 

We had two different experiences. In one, 
the other seniors were not very friendly and we 
went off and developed our own program site, 
inviting those who cared to come to join us. 
Not many came, but we made good use of the 
community just as well. 

In our other site, we had a good experience. 
Our seniors fit right in and became part of the 
on-going activities. Sometimes you lose, some- 
times you win. 



Lessons Learned 

□ A physicaUy accessible service site is of great 
importance to integration. 

With luck, we located a house that is accessi- 
ble. This lesson was a valuable one as retro- 
fitting existing structures is extremely expen- 
sive. Other facilities we have needed since 
then have been "built-to-suit*" pnot to lease. 

Q A compiete community inventory for aceessibiUty 
must be done prior to leasing anyfacUity. 

Sensitivity to disabilities which are common to 
all seniors (e.g., hearing loss and arthritis) 
must be kept in mind. For example, if your 
agency is located within two blocks from the 
main business section, but there are no side- 
walks, traffic lights, Qc other safety improve- 
ments, this location is probably not a good 
one. If the facility is on a steqE> incline, or has 
lots of stairs, it is probably not suited for the 
elderly population. 

□ Very smaU groups, gradually introduced into 
various activities work well 

Even though staff may support the integration 
of people with developmental disabilities, the 
public may not mean be ready to do so. Vol- 
unteering to help out in various community 
services works well in building some friend- 
ships. 



Parting Comments 

£>o not give up. Take the time to establish 
relationships with fellow administrators and use 
every opportunity to educate staff from other 
agencies and their service recipients. It may be 
necessary to try every avenue. Look for ccwn- 
mon interests among the seniors who have dis- 
abilities and those who do not and make one-on- 
one connections whenever possible. 
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Project Together 



Mary E.T. Grassi and Chaiiotte B. Parkinson^ 

Case Abstract: This case study describes a special program in Brooklyn, New York that sought to 
provide shared socialization experiences for two groups of seniors: one from a developmental disabilities 
seniors program and the other from a local senior housing program. The objective of this program was 
to offer shared experiences that would bring the seniors together. It was found that such a program effort 
can be effective, but not without expense to the agency - it did however, prove to offer fellowship and an 
opportunity to break down some psychological barriers. 



Introduction 

The purpose of Project Together is to imple- 
ment the concept of psycho-social integration 
for two groups of people: eldeiiy individuals 
with a mental retardation and age peers who are 
members of local senior centers. The program 
is based on the assimiption that all senior citi- 
zens, regardless of their level of functioning, 
can enjoy retirement activities together. 

Project Together, jointly funded by the New 
Yoric State Developmental Disabilities Planning 
Council and Builders for the Family and Youth, 
Diocese of Brooklyn, Inc. (BFFY) is an effort 
to bring together senior citizens with develop- 
mental disabilities and other senior citizens for 
the purpose of enjoying a variety of retirement 
activities. Four times a month, seniors with 
mental retardation and other seniors are offered 
the opportunity to meet and enjoy a planned 
activity. 

The project is located in Brooklyn, New 
York - one of the jRve boroughs of New York 
City. BFFY is one of the major providers of 
social services within the borough and offers a 
number of family, senior and disability related 
programs within the borough. 

Brooklyn is the largest of New Yoik City's 
boroughs. Its ethnic and culturally diverse 
population of some 2.3 million persons is 
spread over a large number of neighborhoods, 
many made up of new immigrant or old settled 
groups. The Catholic Diocese's social agencies 
provide services to a diverse population within 
Brooklyn not restricting its services solely to 



one religious group. It has a large older 
population of long time residents. 



Project Description 

The design of Project Together is based on 
coiKcpts which had been successful in another 
BFFY program: Senior FUN. In 1989, Senior 
FUN (Fulfilling Unmet Needs) was set up to 
meet ttie i>eeds of elderly senior citizens with 
mental retardation who had in one way or an- 
other demonstrated that they might enjoy retire- 
ment activities in lieu of attending their hi^ily 
regulated day programs. Since the start of the 
program, seniors with mental retardation who 
were in day programs and those who had never 
been in a day program have also been accepted 
into the program. The program served twelve 
people who had mental ret^ation in the mild 
to severe range who were between the ages of 
60 and 75. People attending Senior FUN were 
able to choose from among a range of activities 
which were enjoyable, relaxing aiKl suitable for 
their age group. 

The program was housed on the first floor of 
a neighborhood senior citizens housing building. 
This location led to a spontaneous and informal 
relationship between the program participants 
and the older people who lived in the building, 
and allowed them to learn about persons with 
mental retardation in a non-threatening way. 
The seniors in the building were asked to join 
the seniors with mental retardation for sched- 
uled activities including sing-alongs, theme 
parties, and picnics. 



Correspondence should be addressed to M«ry E.T. Grassi, M.Ed., Program Specialist, Office for Disabled Ptrsons, 
Brooklyn Catholic Charities, 191 Joralemon Street, Brooklyn, NY 11201 or Charlotte B. Parkinson, D.S.W., Program 
Specialist, Office for the Aging, Brooklyn Catholic Charities, 191 Joralemon Street, Brooklyn, NY 11201. 
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We learned a lot from the staff and people 
who attended Senior FUN. This infomation 
was used to develop Project Together. Senior 
FUN explored choices of activities which would 
be of mutual interest. Project Together took the 
concept of mutually enjoyable activities and 
built on that idea. Community trips are a large 
part of Projea Together's way of offering mutu- 
ally enjoyable activities. Site-based theme 
parties are also a part of this program. 

Project Together started in November 1990 
and by May 1991 over 60 seniors from the se- 
nior housing program and 30 seniors with men- 
tal retardation had become involved to some 
extent in our program. Because Senior FUN 
had successfully served people with mild to 
severe mental retardation. Project Together 
chose to serve seniors in those same ranges of 
intelligence. 

Project Together has an ideal location, being 
situated in the same building as Senior FUN. 
The director of Senior FUN served as a consul- 
tant to the program and has been involved in all 
stages of its development Drawing on Senior 
FUITs successes and learning from failures 
greatly assisted Project Together's smooth run- 
ning. Further, because BFFY is a large agency 
with a sizable aging office, there has been both 
support and information sharing on aging-relat- 
ed issues which has benefitted the program. In 
short, the Senior FUN experience provided a 
strong and solid base for Project Together's 
operation while the Office for the Aging's on- 
going involvement and encouragement bolstered 
the movement of the program towards the par- 
ticipants* psycho-social integration. 

Project Together has sponsored a variety of 
opportunities for interaction between the two 
populations. The format was simple. The pro- 
gram coordinator identified different types of 
experiences which may have provided both 
enjoyment and enrichment to the two targeted 
populations. She then identified people who 
may have had an interest in joining the sched- 
uled activity and offered them invitations. A 
selective assessment of attitudes was often done 
so that seniors who would not have been good 
social partners were screened out. Next, she 



arranged for all aspects of the event 

For example, recently Project Together of- 
fered the opportunity for people to come to ttie 
site arKl enjoy the entertainment of a senior 
center's glee club. The program was followed 
by a luncheon. Using the simple idea that 
everyone enjoys food, music and conversation, 
this event was a success. Further, it provided 
for an enriching opportunity for the ^ee club 
members to be with people whom they mi^t 
not have had the o{^rtunity to meet if the 
event had not been presented. 

Another activity included a Valentine's Day 
theme party. The seniors who lived in the 
senior Ix)using program were engaged by the 
program coordinator in conversation about men- 
tal retardation while they assisted with the pre- 
party plarming and decorating. These seniors 
then served as hosts at the party to the other 
seniors. On another day, about seven of the 
seniors enjoyed a luncheon cruise arourKl New 
York Harbor. Project Togettier funds paid for 
the refreshments. Everyone joined together on 
the dance floor after lunch and had a good time 
dancing. 

These experiences encouraged reciprocal 
interaction and sharing, and provided the oppor- 
tunity for life enhancement to all the seniors 
whether they had mental retardation or not 
These activities, however, were carefully or- 
chestrated so that a maximum amount of inter- 
action could occur during these "real life experi- 
ences." Further, the availability of some grant 
money enabled everyone involved to enjoy an 
activity without having to worry about trans- 
portation headaches or the high cost of such 
events in marvelous New York Qty. 

These events, of course, were not without 
some problems. One of the problems encoun- 
tered was the varying level of acceptance of 
people with mental retardation by the general 
public - in this case other seniors. However, in 
most instances, we did not nm into a major 
problems with a lack of acceptance. We won- 
dered whether or not socio-economic differences 
created a commonality which may have ac- 
counted for the lack of awareness of this barrier. 
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Integration Experiences 
Casebook of Program Ideas in Aging and DevelopmenUI Disabilities 



Lessons Learned 

□ The high cost of living in the New York City 
area is a major problem to integration. 

Private transportation in the New York City area 
is very costly. The Project Together grant did 
not have sufficient money to {Hovide for all the 
transportation that was deemM necessary for the 
optimum opportunities for recreational enjoyment 
However, an advantage that we had was the 
possibility of using BFFY agency vehicles when 
they were not in use during the time Project To- 
gether trips WW scheduled We also fougd.that, 
in most instances, another staff person on each 
outing would have been a helpftil addition in 
order to ease maximum interaction between all 
the participants. In some instances we could call 
on our friends in other BFFY programs for help, 
but tiiis did not always work. 

□ Having a host agency that can absorb some of 
the project expenses and provide other assis- 
tance is an asset. 

Our host agency took a great deal of responsi- 
bility to go above and beyond the required ex- 
pected "cost share" of this program. Avail- 
able expertise in the Held of mental retarda- 
tion and in the field of aging has meant Aat 
hours of research in each field was not neces- 
sary. Further, if an extra worker was needed 
for a trip, die agency has a list of people who 
have experience with taking consumers out 
into the community. Finally, the acceptance 
of people with mental retardation by the aging 
world has been shown by many agencies to be 
a long, hard road to travel. Because the host 
agency sponsors many aging programs al- 
ready, tiiere were "friends" to approach with 
the idea of integration. For these reasons, it 
may be difficult for a smaDw- agency or an 
agency which serves only the aging or only 
persons with mental retardation to reproduce 
this type of program. 



Parting Comments 

This program started with a specific group of 
people with mental retardation in mind. Be- 



cause the host agency had a large department 
which provided a variety of services to people 
with mental retardation and their families, we 
knew that we would be able to meet the goal of 
serving 30 seniors with mental retardation and 
30 other seniors. Further, because of the suc- 
cess of the Senior FUN program, this was a 
natural "next step" in learning about seniors 
with mental retardation how best to fiacilitate 
integration, and Ik)w to take die idea of integra- 
tion one step further by trying to invite people 
witlwut a developmental disability into die de- 
velopmental disabilities worid. Support from 
the BFFY's Office for the Aging and BFFY*s 
Office for Disabled Persons have been a great 
benefit. Being aMe to draw from experts in the 
field and not having to do exter^sive research in 
either area facilitated a smooth easy start to tins 
program. 

Project Together was a small program in a 
very large city. SmaU seems to work best for 
this type of integration. It is not normal for 
large groups of people with mental retardation 
to go on a trip together, nor is it realistic to 
expect that there will be die opportunity for 
positive interaction with each other or a positive 
reaction to the stimuli presented. Project To- 
gether offered die opportunity for a few indivi- 
duals with mental retardation to join togetiier 
witti others and explore all that New York Qty 
has to offer. 

Projects like Projea Together can be a step- 
ping stone to full psycho-social integration of 
elderiy persons in the community. These pro- 
grams are dedicated to making opportunities 
visible to persons who are both old and have 
developmental disabilities and because of either 
conditi(»i are considered disposable and have 
been "put away." We imagined somediing 
better for ttiem. We also felt that Project To- 
gedier could be helpful to young people, espe- 
cially diosc who have a disability. They could 
see how elderiy persons with a disability could 
adapt to old age arxi to the of^rtunities provid- 
ed by Projea Togetiier of similar programs. 
Project Together demonstrated diat older per- 
sons with a developmental disability can man- 
age, can enjoy themselves, and can participate 
in c(xnmunity activities. 
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With age our needs and interests change. Where independence 
and competitiveness may have been the watch words for young adult- 
hood and middle age, the prevalent attitude in late adulthood is 
interdependence. This latter stage ofl^e is more conducive to work- 
ing and being reliant upon others and looking forwards to the rewards 
of social interactions and friendships. This is true too among many 
older persons with developmental disabilities as they begin to phase 
out of vocational programs and seek out options within retirement. 

We observed a number of the situations which used the model 
of the senior friend - or companion - to help someone, who relied 
upon the disability system throughout his/her life, begin navigating the 
unchartered waters of the aging network. Such companion models 
worked because they offered both role models for later age and a 
friend to help broker, heretofore, unejqf>erienced situations. These 
models ranged from programs where a retirement coach was vsed to 
help guide the transition to senior services to situations where seniors 
were paired because they wanted to mentor and then share some 
collective experiences. We also saw the creative use of the federal 
Senior Companion program, where senior volunteers helped in situa- 
tions that promoted greater use and enjoyment of available senior 
activity programs. 

The kssons learned? Probably the foremost was that one 
cannot assume an older person will automatically make use of his/her 
retirement and that programs which helped to explore the use of avail- 
able options proved helpful. Volunteer-based programs are not easy to 
operate and involve a great deal of pre-planning and support. Senior 
companion programs are often more normative because they work on 
a one-on-one foundation and provide a more meaningful basis for 
assimilation. 



Community Based Support Systems Program 

Lisa M. Turner & Theodore Bryant^ 

Case Abstract: This case study describes a small one-on-one retirement program operated by 
a contractor specializing in providing community-based recreational services in Seattle, 
Washington. The user-fee-based program provides individualized leisure time activities and 
community involvement with the help of volunteers and a certified recreational therapist. The 
project has served as a model to help stimulate the development of new programs for seniors 
with developmental disabilities. 



Introduction 

In the eaiiy 1980s, the Washington State 
Division of Developmental Disabilities ex- 
pressed in its official state plan the need for pre- 
retirement and retirement services for older 
adults with developmental disabilities. 

In response to that stated need, the Commu- 
nity Based Su[^rt Systems Program was devel- 
oped as a pilot project in 1983. At that time, 
few retirement programs existed for older adults 
with developmental disabilities in the United 
States. Furfliermore, community-based retire- 
ment programs using a non-facility based ap- 
proach were neaily non-existent. The Commu- 
nity Based Support Systems Program (CBSS) 
pilot project filled this vacuum by combining a 
non-facility based £^proach with an intergenera- 
tional volunteer companion model. 

By using a variety of existing conmumity 
resources and facilities (recreation centers, bingo 
parlors and movie theaters) in combination with 
the recruitment of non-disabled adult volunteers 
of all ages, the CBSS program established a 
unique ap{HX>ach to service delivery in Seattle, 
Washington. 

Today, because of this innovative program 
design, the Community Based Support Systems 
Program (CBSS) has become a model program 
that continues to be funded by the King County 
Board for E)evelopmental DisaUlities. 

Seattle, a large city of some 516,000 popu- 
lation, is the core a large metropolitan area in 
northwestern Washington state. 



Program Description 

The Community Based Support Systems Pro- 
gram was developed in 1983 by Lisa Turner, a 
certified gerontologist and recreational thenqpist, 
witii inpit from professionals in other fields 
who provided an interdisciplinary perspective. 
The program was designed to promote involve- 
ment in community-based leisure activities for 
older persons with develoixnental disabilities. 
The program focuses on leisure skills develop- 
ment, retirement preparation, personal irKlepen- 
dence, life enrichment, community integration, 
and the use of existing conununity resources arKl 
facilities. 

The program works like this: 

■ Step 1 - CBSS recruits non-disabled adults 
from aU age groups from the greater Seatde 
area to become volimteer companions. 

■ Step 2 - once accepted into the program, 
each volunteer receives training and ongoing 
supervision. 

■ Step 3 - the volunteer is then matched with 
an older adult who has a develc^ental 
disability and similar leisure interests (leisure 
interest rather than age determine how 
matches are made). 

■ Step 4 - the volunteer companion takes the 
older adult who has a developmental disabUi- 
ty into the community once a week for an 
activity such as be a movie, a visit to a se- 
nior center, a walk in the park, or maybe 
something as simple as a cup of coffee at a 
nearby restaurant. 



Coirespondence should be addressed to Lisa M. Turner, M.S. or Theodore Bryant, M.S.W., Community Baaed Support 
Systems Program, 5127 Twenty-fourth Avenue, Seattle, WA 98105. 
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The shared leisure activity creates a bond be- 
tween the two people. Ideally, these relation- 
ships are long lasting. 

The objectives of the Community Based Sup- 
port Systems Program are to provide older per- 
sons with developmental disabilities access to 
retirement and leisure activities that are designed 
to: increase participation in the community at 
large, encourage integration with non-disabled 
persons, emphasize individual leisure interests 
and preferences, and aid in the preparation for 
and/or enjoyment of the retirement years. 

Over the last nine years, the program has 
seen numerous older adults pass through and 
become involved in a range of activities. The 
adults have ranged in skill level, age and abili- 
ties. For example, of the 19 participants cur- 
rently being served, all but one have been insti- 
tutionalized for some period of time. Seven 
participants still reside in a state institution, one 
participant resides in a nursing home, the re- 
maining eleven participants live in community 
residential settings or semi-independently in the 
community. The age range of program partici- 
pants is 57 to 85 years. The oldest participant, 
who was bom in 1906, has spent over 60 years 
of his life in instimtional settings. 

None of the program participants has ever 
married, and now because of their advanced age, 
most of their parents, as well as many of their 
siblings, have died. In other words, the CBSS 
Program participants have little, if any, family 
support system left. 

The individual mental levels of program 
participants vary greatly. The majority of CBSS 
participants have mental retardation as their 
primary disability. Visual impainnent and cere- 
bral palsy arc the primary disabilities of three 
other participants. Severe behavior problems of 
potential participants, which might overwhehn 
non-professionsd volunteer companions, are 
considered by state Division of Developmental 
Disabilities case managers before referral to the 
program. This program, however, does provide 
services to participants regardless of their level 
of mental disability. 



Physical disabilities, however, pose a greater 
pioblem for this program because the program is 
a volunteer prognim and individual volunteer's 
private transportation is used. Consequently, we 
have found that it is unrealistic to ask a volun- 
teer to provide heavy i*iysical assistance to 
participants, such as lifting participants from 
wheelchairs to cars. Therefore, all program 
participants must be able to transfer in and out 
of automobiles without extensive assistance. 

Participation in tf« CBSS program is volun- 
tary. All potential participants are referred to 
the program by their case managers, fa an 
initial meeting between the potential participant 
and the program director, participants are pro- 
vided with a Consumer Handbook. This infor- 
mation is read to the potential participant by the 
program director. The information must be read 
to pardcipar^ because most older program 
participants are unable to read (because ^cial 
education services were not available when they 
were younger). 

Upon acceptance into the program, the parti- 
cipant completes the Leisure Preference Ques- 
tionnaire and the volunteer completes the Volun- 
teer Companion Interest Questionnaire. The 
program director then uses the two question- 
naires to develop a formal leisure plan for the 
participant 

People from the general population, as well 
as graduate and undergraduate students, are 
recmited as volunteers. The recmitment of 
volunteers is accomplished by sending Public 
Service Announcements (PSAs) to the media in 
the greater Seattle area^ The program direaor 
also talks to service groups and university class- 
es in order to recruit volunteers from these seg- 
ments of the community. 

During 1990, a total of 2432 hours of direct 
service time was provided by volunteer c<Mnpan- 
ions. Without this (Migoing volunteer assistance, 
the Community Based Support Systems Program 
would not be possible. 

After carcfiil screening, all volunteers receive 
specialized training and ongoing supervision. 
Volunteer training sessions include the following 
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topics: CBSS program guidelines, goals of 
CBSS program, volunteer and consumer rights 
and responsibilities, developmental disabilities, 
beginning and terminating consumer relation- 
ships, communication skills, community leisure 
activity ideas, and "luxury leisure for less." 

The Community Support Systems Program 
continues to be funded on a fee-for-servrice basis 
by the King County Board for Developmental 
EKsabilities. The program director of Turner 
Associates, donates office space, travel expens- 
es, utilities, and telephone fees. These in-ldnd 
donations are based upon the belief that a social 
service program cannot ask others (volunteers 
and community groups) to give their time or 
money unless the program staff does the same. 
The only paid staff position assigned to the 
program is that of the program*s director. 

Because the CBSS program is funded on a 
fee-for-service basis, the revenue base fluctuates 
as the participant base changes. Program costs 
such as insurance, professional services, and 
office supplies remain constant. 



Lessons Learned 

□ The addition of a part'time stqff person who 
would assist and temporarity replace volunteer 
companions when needed, would provide an 
additional dimension to the program. 

Having a staff person assist the vdiunte^ 
companions, who are matched with partici- 
pants who have more severe^profound mental 
retardation, would help retain volunteers for a 
longer period of time. It would also reduce 
the burnout factor which occurs while working 
with persons who do not or cannot provide 
positive responses to their voluntea^ compan- 
ions. 

□ It takes a lot of dme and patience to coordinate 
a volunteer program. 

The rewards are great when it works. Time is 
needed for community integration to work and 
there are degrees of integration. For example, 
the seven participants who still live at a state 
school may never achieve full community 



integratkm in temis of independently maintain- 
ing friendships with non-disabled persons who 
reskie in the surrounding community. Howev- 
er, with the assistance ct a volunteer compan- 
ies these same people can particq>ate in many 
of the same community-based Idsure activities 
in whkh aU of us partkipate. 

The CBSS program was designed wid) the ex- 
pectatKHi that volunteers would provide all of 
the community outings. However, the pro- 
gram has learned that volunteers come and go. 
In order to provkle continuity when a volun- 
teer suq)ends service (illness, vacation, etc.) or 
terminates, the program director donates time 
as a volunteer companion until a new match is 
made. This unforeseen occurrence has turned 
out to be a good devekq>ment because it al- 
lows the director to communicate directiy with 
the participants. 

□ Oversight of a retirement assistance program 
can involve a number of facets, some expected, 
some unexpected. 

• Costs are always more than you plan 
for - try to plan for this occurrence. 

• Fee-for service payment makes it diffi- 
cult for programs to stay small. 

• When running a volunte^ program, 
staff members must be available to fill 
in for the volunteer whenever the cir- 
cumstances dictate. 

• Community awareness and involvement 
is a must in community integration pro- 
grams. After all, the goal is to connect 
older adults who have developmental 
disabilities with other people in their 
community. So, get to know the com- 
munity and its resources well. Do not 
forget that organizations, service clubs, 
and individuals, are all valuable re- 
sources. 

• There are advantages to keeinng this 
type of program small Individual 
leisure preferences are not compro- 
mised. For example, given a choice, 
not all participants enjoy going to a se- 
nior center for classes or lunch. Small- 
er, more individualized programs can 
cater to peoples* leisure interests and 
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preferences by matching them with vol 
unteer companions who have similar 
leisure interests. We have found that 
these mutual interest matches tend to 
last 



Parting Comments 

Recently, several new programs for seniors 
with developmental disabilities have *^oeen estab- 
lished in WashingtOT State. The CBSS program 
has been instrumental in creating an awareness 
in this state about the needs of older adults with 
developmental disabilities. In many instances, 
the CBSS program is used as a model by other 
service providers who are starting senior pro- 
grams for adults with developmental disabilities. 
The program continues to provide technical 
assistance and training to agencies interested in 
developing senior programs. 



The CBSS program continues to provide 
older persons with developmental disabilities ac- 
cess to community-based leisure activities. With 
the assistance of volunteer companions, the pro- 
gram provides community integration with non- 
disabled people which helps participants enjoy 
their retirement years. Peofde continue to be 
referred to the program. At this time there is a 
waiting list, however, the program remains 
small, and consequently is imable to acconmio- 
date all the people who request services. 

When developing a program which combines 
the {principles of community integration and 
generic leisureAetirement services, do iK>t be 
afraid to try new things, explore options, and 
encourage creative, uiuque, and individual solu- 
tions. Remember (hat new and interesting lei- 
sure options coupled with companionship equals 
an exciting program. Also remember to start 
small and grow slowly, and do as much pre- 
program plarming as possible. 



Senior Integration Program 

Ellen Carter^ 

Case Abstract: This case study describes the experiences of a large disability agency in Queens^ New 
York, in helping seniors with developmental disabilities to access neighborhood senior centers. The 
cornerstone of this program is the active involvement of Senior Companions who accompany the seniors 
to the centers. These individuals have received special training in working with older people with 
developmental disabilities. It was found that the success of the program depends on creative planning 
which includes careful matches between the senior, the senior companion and the geographical location of 
the senior centers. 



Introduction 

The purpose of Senior Integration Program 
(SIP) is to help seniors with developmental 
disabilities to transition from a sheltering, re- 
stricted environment to one which is more in- 
grained within the community. With creative 
planning and special advocacy, retirement into 
conmiunity-based centers is a reality. This case 



study demonstrates the evolution of a transi- 
tional woik/recreation program ~ GOALS 
(Growing Older Accessible Life Services) - to 
one that aids in the use of senior centers in the 
community. The tools for implementation of 
the projea includeu: the Senior Companion Pro- 
gram, trained volunteers and careful selection of 
candidates for the move. 



* Conrespondencc should be addressed to Ellen B. Carter, M. A., Coordinator of SIP and GOALS Program, United Ceiebnl Palty 
of Queens. Inc.. 81-15 164th Slieci, Jamaica. NfY 11432, 
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Three years ago, a recreation program was 
designed and implemented at United Cerebral 
Palsy of Queens (UCPQ) in Queens, New York. 
Queens is one of the five boroughs of New 
Yoik City with a population of some 1.9 mil- 
lion persons. 

The goal of this program was to meet the 
needs of older persons with developmental 
disabilities who were aging out of sheltered 
workshops. The pix)gram name GOALS was 
adopted and its activities were modeled after a 
community senior center. The actual design for 
the program came from suggestions macte by 
senior program participants who were attending 
a weeldy rap group and were ready for part- 
time retirement 

The strucmre of GOALS included age ap- 
propriate health education, social awareness, 
games, conmiunity field trips, shopping and a 
nutritional hot limch. Referrals to this unique 
program for Queens came from in-house pro- 
gram participants attending UCPQ woikshops, 
the Queens district office of the state's develop- 
mental disabilities agency, other agencies serv- 
ing people with developmental disabilities, and 
conmnmity people who heard about our servic- 
es. 

To date, referrals ranged from fuily ambula- 
tory individuals with mild mental retardation 
who were between the ages of 50 and 77 to 
four mobility impaired individuals with cerebral 
palsy who used walkers and crutches. The 
program participants who were at first skeptical 
of retirement and were attending GOALS only 
one to two days per week, enjoyed the activities 
and increased their days of attendance. It was 
evident that some of the program participants in 
this group were now ready to move out into the 
community to be integrated into neighboihood 
senior centers. 

The addition of the SIP Program was con- 
ceived with a vision that careful planning with 
community linkages could move the seniors 
with special needs into the existing aging net- 
work centers. The plan was to match socially 
appropriate program participants with Senior 
Companions to neighboihood senior centers. 



Geographical matches were also ad(q)ted in 
order to place the service recipients and their 
companions into an accessible center close to 
their homes. 



Project Description 

SIP evolved as a complementary addition to 
the GOALS program. It was observed that 
many seniors wbo had been participating in die 
"special" senior program (GOALS) were ready 
to move on to the community senior centers. 

The first task in organizing the project was 
to identify the "players" in tte projea (i.e., the 
seniors who were ready for integration, the 
senior centers located in their neighboihoods, 
and die vehicle for the move, the senior com- 
panion). The Senior Companion Program has 
specific rules, regulations and guidelines as set 
down by the state of New York, which funds 
this group. Their income level cannot be more 
than $8,600 per year from Social Security, they 
must be {diysically healthy and be able to de- 
vote twenty hours per week towards working 
with individuals with developmental disabilities. 

In addition. Senior Companions must receive 
forty initial hours of training and four hours per 
month of ongoing training. Attendance records, 
profile records and goal sheets are kept on each 
participant The recruitment for this part of the 
SIP was lengthy. Also, many retired seniors do 
not want to commit themselves to twenty hours 
of woik per week. 

The woric was completed through a media 
blitz, attending senior citizen programs, adver- 
tising in social service depaitments of hosfntals 
and letters to the clergy. At the same time that 
the Senior Companions were being recmited, 
senior centers were being located and appoint- 
meats with directors were being arranged. The 
project coordinator and the case woikers of the 
SIP projea met with the directors of four cen- 
ters located near the seniors* homes in the bor- 
ough of Queens. The centers were visited dur- 
ing activity hours to observe the relationships of 
the enrollees to each other and to staff, to evalu- 
ate the accessibility for the handicapped, and 
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evaluate the appropriateness of the placement 
for our participants. 

After meeting with the directors to tell them 
about our piogram, we in turn invited them to 
our premises to observe our program partici- 
pants during activity hours. We also assxued 
them that when our participants attend the 
senior centers, they will be accompanied by & 
senior companion and that the GOALS staff 
will be available for support and guidance. 
Small numbers of service recipients would be 
attending once per week. 

All the directors were gracious and found 
our program to be acceptable. The strong sup- 
port team and the small nuiPbers of participants 
were the keys to acceptance. 

The next step in the process of integration 
was presenting the "moving on" concept to the 
participants. Small discussion groups were 
held, with question and answer periods. It was 
difficult to get them to think about going to a 
new place. Giange is so difficult for many 
older people, but older people with developmen- 
tal disabilities especially feel a lack of security 
when many new changes in their routine are 
enforced. We told them the new program was 
their qption, that they could try it and if they 
did not like it, they would not have to continue. 

We prepared them with activities found in 
senior centers, instilling them with pride in what 
their community has to offer. The sense of 
"this is my community," "this is my senior 
center in my neighboriKXxl," was a concept we 
developed. The transition was slow and cau- 
tious. We established one senior center site at a 
time. 

The Senior Companions were trained at 
UCPQ to work with service recipients. Their 
working experience in the GOALS activity pro- 
gram prepared them for moving on to the senior 
center with their assigned participants. In addi- 
tion, team meetings, with staff discussing the 
service recipient's needs, proved helpful as 
treatment plans and individual goals to be 
worked on were established. 



The following activities in the community 
were scheduled: attending church services, 
attending senior centers, heli^ng individuals fill 
out forms, keeping medical appointments, shop- 
ping, going to beauty parlors, visiting parks, 
going to museums, and experiencing other en- 
tertaiiunent, just being a friend aiMl a good 
listener. 

Accomplishments are measured by behavior- 
al observations made not only by the senior, but 
also by the s^or compani(HL Most of the 
seniors who reside in the conununity in foster 
care or by themselves or with relatives, usually 
stay home on the weekeiKi and watch television. 
Since the SIP program began, these i»ogram 
participants are ix)w attending religtous services 
with the Senior Companions as well as other 
weekend activities. They love being a part of 
the community aiMl rK)w that they are participat- 
ing in conununity activities, tliey are teing 
accepted as a part of the population. AiK>ther 
contributing factor to their acceptance is the 
monthly educational seminars on aging and 
mental retardation which are corxlucted as part 
of the SIP program. 

Some additional accomplishments from the 
program irKlude: the exchange of entertainers 
from the "special" group GOALS to the senior 
center aiKl vice versa; going to beauty parlors in 
order to look better groomed; dressing more ^ 
propriately when attending senior centers, pick- 
ing out clothes more carefully; initiating verbal- 
ization about forms tiiat need to be filled, thus 
receiving help from a seruor companion; asking 
for help before a crisis arises; 5'peaking up about 
healtii problems before die problems become 
serious; tiie encouragement of service partici- 
pants to get haircuts and look well groomed; 
fUling out forms for individuals witii mental 
retardation who live alone; looking for appropri- 
ate dwellings; helping with transportation; and 
health awareness-medical appointments. 

The seniors have found the Senior Compan- 
ions to be real frierKls, someone who will guide 
them, arxl someone on whom they can rely. 
The Senior Companions are also enjoying better 
health and, as they have all said, they now have 
a reason to get up in the morning. They found 



98 



Integration Experiences 
Caseboolc of Program Ideas in Aging and Developmental Disabilities 



that retirement does not always agree with ev- 
eryone and this healthy gix)up of volimteers 
enjoys the sense of helping others. The smaU 
stipend they receive, the hot limch, and the 
friendship with others, all add up to a greater 
sense of self-worth. 

Some of the barriers encountered in setting 
up the SIP program included: program partici- 
pants did not like change and were resistant to 
moving out to semor centers; senior centers 
have an age qualification of sixty years old and 
many of our participants who would like to 
attend are below that age; seniors companions 
and participants had special transportation to the 
UCPiQ GOALS Program, but could not get the 
service to go to a senior center, lunches in the 
GOALS Program are fiee but cost money at the 
senior centers which troubled the participants 
who do vol always have control over their fi- 
nances; some senior center members were not 
friendly to our program participants who felt the 
difference in treatment; some centers have steps 
which are inaccessible and dangerous to those 
with ambulatory problems. 

These barriers were resolved in the following 
manner: 

» program participants met in small groups to dis- 
cuss their fears about change and they were also 
told that if they did not like the center, it was 
their option not to attend; 

» transportation problems were worked out through 
telephone calls, resources available from the com- 
munity senior centers as well as cooperation from 
care providers and families; 

» the 60 year age qualification for senior cent^ is 
still an unresolved barrier for several individuals 
with develq)mental disabilities who are under 
thai age limit; 

» the inaccessibility of some centers was resolved 
by matching service recipients who have ambu- 
latory problems with centers without steps, while 
allowing those service recipients who could walk 
steps to continue attending; and 

» the expense for lunch at the senior centers was 
resolved through budget preparation for the par- 



ticipants who were taught to save $1.00 from 
their allowance. 

The funding for the SIP project came from 
several sources. The greater portion of the 
$50,000 came from the New Yorie State Devel- 
opmental Disabilities Planning Cotmcil as a 
grant, in-kind contributions of 30% came from 
UCPQ, and the remaining funds came from the 
New York State Senior Companion Program 
which paid the bi-monthly stipends to the com- 
panions. The actual experxiitures in the pro- 
gram are as follows: salaries to coordinator, 
case worker and secretary; monthly seminar 
series, cost of speakers; refreshments and hand- 
outs-printing, transportati(m for Senior Com- 
panions (part of their contract) and one hot meal 
per day served to the Senior Companions; pur- 
chase of program suK)lies and office supplies; 
party expenses (birthdays. Senior Companion 
Recognition Day); transportation to senior cen- 
ters; conferences, seminars, educating staff. 



''The seniors have found the 
Senior Companions to be real 
friends, someone who will guide 
them, and someone on whom they 
can rely. The Senior Companions 
are also enjoying better health 
and, as they have all said, they 
now have a reason to get up in 
the morning. They found that 
retirement does not always agree 
with everyone and this healthy 
group of volunteers is enjoying 
the sense of helping others. The 
small stipend they receive, the hot 
lunch, and the friendship with 
others, all add up to a greater 
sense of self-worth.'' 



Most of the expenditures that were placed in 
the original design of the program turned out to 
be as expected with the exception of transporta- 
tion costs which were figured on a half fare bus 
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pass. Many of our Senior Companions are too 
young for half fare passes. Also, the mileage 
costs to and from senior centers have been 
higher than expected. 



Lessons Learned 

□ Volunteers may serve more purposes than was 
initially thought 

Having the SIP program has helped the agen- 
cy by providing volunteers who w(»k widi the 
older participants. The volunteers have pro- 
vided additional staffing that would otherwise 
be unobtainable in light of budgetary restric- 
tions. The older participants who are not able 
to woric any more and who attended these 
special programs^ can still maintain their 
living arrangements in group homes, foster 
care and with families. Years ago, when a 
person "aged out of their program, they were 
sent to live in nursing homes - a large ex- 
pense to the state government. 

In addition to the obvious cost-effectiveness 
of the program, one subtle savings is on medi- 
cal costs. The service recipients are moni- 
tored carefully by the companions and staff, 
thus reducing the use of em^gency rooms. 
The participants are also taking much better 
care of themselves and a sense of wellness 
has been observed. 

Q Networking is an important tool 

Networidng with the senior centers and com- 
munity resources for the aging has enabled the 
program to utilize and share ^ the systems. 
My recommendation for persons wanting to 
start integration programs is simply tread 
slowly and cautiously. 

This means that senior center directors and 
staff are overworked and have limited bud- 
gets, so that accepting any change in their 
program which lead to additional staffing and 
expenditures is threatening to them. Many 
meetings with the staff, assuring them of sup- 
port, and small numbers of seniors attending 
one day per week is a more cautious way of 
approaching the goal of acceptance. A plan 
of action firmly in place is also desirable 
before meeting with the parties. 



Q Plan your agenda btfore meeting with other 
agency directors. 

Another piece of advice for agencies willing 
to cry an integratikm project is to k)cate more 
senior centers than you need to use in an area 
Not all directt^ of centers are amiable to 
even a first call. Pkepere a brief outline of 
why the program is beneficial to all aging 
persons and be prq)ared to defend your pro- 
gram services. 



Parting Comments 

The key tools to community integration for 
seniors with developmental disabilities is ere* 
ative plarming, "special'' advocacy and public 
educatioa Hie move must be made widi cau- 
tion, assuring the senior center directors that 
there will be guidance and a sui^rt system, 
and that all parties will work as a team. The 
educational seminars help to dispel the myths 
about developmental disabilities, while visits 
from the service network in the community to 
witness the seniors in their **special** setting 
proved to be valuable in acceptance of the pro- 
gram. 

Creative planning for integration includes 
careM matches between the senior, the senior 
companion and the geographical location of the 
senior center. Disbursing itKlividuals to several 
centers is also better than grouping too many in 
one center, which can lead to the segregation of 
groups. It is also improves the inclusion of the 
seniors in group activities undertaken by other 
center members. Something shared is also a 
useful way of "breaking tite ice** (for example, 
one of the seniors eiuoUed in our program is an 
accomplished ^anist and likes to perform at the 
senior center - his piarx) playing has led to 
more cross-involvement among the seniors). 

It is also important to note that not all center 
directors are interested in this program, and not 
all service recipients who seem to be appropri- 
ate really fit into tte "moving out" to the com- 
munity program. Presenting the plan to all 
parties must be executed with skill and finesse. 
It takes time, but the rewards are worth it 



JASA Outreach Project 



Robeit Goodman^ 

Case Abstract: This case study describes the activities and barriers encountered by an aging network 
agency in integrating four cf its neighborhood senior centers in Brooklyn, New York, Formal stcff 
training and the use of volunteers were instrumental in facilitating integration. It was found that 
mainstreaming one person at a time was more effective than group mainstreaming and the use of 
companion volunteers takes special care, both with training and follow-through by the program. 



Introduction 

Until recentiy, people with developmental 
disabilities had a very short life span: few lived 
past the age of SO. However, changes in sci- 
ence, medicine, and technology have extended 
the lives of people with developmental disabili- 
ties, so that many individuals with mental retar- 
dation have reached "retirement" age. 

For many years, people with mental retarda- 
tion were workers in sheltered work$h(q;>s or 
were participants in habilitative day programs. 
As they "age-out" of their program, these older 
adults need an alternative to their current pro- 
gram which raises several qtiestions; What will 
happen to this group? How will they spend 
their leisure time? Can they take advantage of 
aging services and continue to be served by the 
developmental disabilities network? 

The Jewish Association for Services for the 
Aged (JASA) - a multifaceted social services 
agency serving seniors in Brooklyn, New 
Yoik - has tried to address these issues. JASA 
a{q)lied and received a multi-year development 
grant from the New York State Developmental 
Disabilities Planning Council to operate an out- 
reach effort for older adults with developmental 
disabilities. 

Since September 1990, JASA has sought to 
identify older adults with develo{»nental disabil- 
ities in selected neighboiixxxis within Bnx^yn, 
assess their needs, and, where feasible* to inte- 
grate them into four of JASA*s senior centers 
(Bayview Senior Center, Coney IslarKl Senior 
Center, Senior Alliance Senior Center, and 
Starett City Senior Center). JASA's objective 
was to ascertain whether Acre was a need and a 



role for the aging network to provide services 
for older people with developmental disaUlities. 
If there was, could a partnership be established 
between the aging and developmental disabili- 
ties networks which would result in better ser- 
vices for the participants who were high func- 
tioning. 

JASA-Outreach to Developmentally Dis- 
abled Older Adults (JASA-ODDOA, as the 
program became known) was desigtied to pro- 
vide older adults (age 55 and over) with devel- 
opmental disabilities with the opportunities for 
self-growth, supportive social relationships, and 
recreational activities. The program sought to 
identify and assist these older adults in utilizing 
JASA senior centers as an adjunct to the servic- 
es they are receiving from agencies which serve 
people with developmental disabilities. Another 
objective of the program was to develop a train- 
ing program to educate JASA*s senior center 
members and staff of as to the needs and c^a- 
bilities of older adults with developmental dis- 
abilities. 



Program Description 

Older adults considered for JASA-ODDOA 
had to be able to navel independently or by car 
service — a form of taxi — (unless agencies 
provided staff and/or transportation), have ap- 
propriate social skiUs and behaviors, have the 
capacity for s^ropriate social interactions, 
enjoy and benefit from being with other people, 
and be self-medicating aiKl self-toileting. The 
participants initially attended one of four senior 
centers on a one day per week basis* 

Transportation arrangements were made with 
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two local car services. Except for a few minor 
stait-up difficulties (i.e., car service pick-up 
scheduling, difficulties regarding handling a 
wheelchair in the car, and some negative atti- 
tudes on the part of some drivers) the transpor* 
tation system ran smoothly. We tried to use a 
local paratransit service, but it proved unreli- 
able. 

The direaor coordinated the projea and 
interviewed perspective participants, trained 
staff and volunteers, acted as a liaison between 
the developmental disabilities agendes and 
JASA, and visited the sites on a monthly basis. 



relationships between the 
participants and the center 
members developed slowly. At 
first, the participants relied on 
each other for support as they 
became acclimated to center life. 
Then, the participants began to 
make new friends as center 
members became less fearful of 
them. ...in one center, where 
there were many frail and dis- 
abled elderly adults, the partici- 
pants with a developmental dis- 
ability made friends easily.^^ 



Staff of local developmental disabilities 
agencies accompanied participants two of our 
sites. Their role was to help the participants get 
acclimated to center life, assist t)^ participants 
who were more disabled and aa as troutde- 
shooters as problems arose. Wt^n problems did 
arise, the program director met with the partici- 
pants, and when necessaiy, the develoi»nental 
disabilities agency persotmel. Usually the cen- 
ter staff and volunteers were able to resolve 
difficulties. 

Volunteers were recruited formally and 
infonnally at two sites. In the beginning, vol- 
unteers were assigned to participants on a one- 



to-one basis. As the participants were main- 
streamed) the volunteers only assisted the parti- 
cipants on an "as needed" t)asis. 

We used volunteers to help the participants 
become acclimated to center life and the activi- 
ties. However, we found that volunteers needed 
continuous sui^n and encouragement from the 
program staff. The volunteers were encouraged 
to seek advice from staff when faced with diffi- 
cult situations. Most of the volunteers acted 
aK)ropriatcly, but there were exceptions. For 
example, at lunch, one volunteer tiiou^t a par- 
ticipant was having trouble eating because she 
was eating so slowly and began to try to feed 
her. She had to be told to be patient and let the 
other woman eat at her own speed. We also 
discouraged the volunteers from doing any 
heavy lifting or pushing. 

The program direaor, with assistance from 
developmental disabilities staff participated and 
develq)ed a training curriculum for senior cen- 
ter staff and volunteers. The first two training 
sessions included sensitizing people to the r^eds 
and abilities of people with developmental dis- 
abilities. The training included an exploration 
of people's feelings about working with this 
population, an explanation of developmental 
disabilities, with an emi^asis on how to help 
someone with a disability. The training also 
stressed promoting independence rather than 
"doing for them." The participants spoke about 
their disability, their needs arul atnlities. Two 
issues which arose included helping a person at 
lunch and m the l)atiiroom and "how much help 
to give." The trainees were taught how to set 
limits and say "no" in a dignified and respectful 
manner. 

The fonnal training occurred once per 
month for the three months. FoUow-i^ sessions 
were held as issues and questions/concerns 
arose. One training session included, a visit to 
the workshop and the participants* residence 
was held. 

The recruitment process included the follow- 
ing: 

• Articles in local newspapers (however we 
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did not get any community referrals from 
these articles). 

• Applications filled out by developmental 
disability agencies. 

• Program directors interviews of participants 
to determine an appropriateness match with 
the participants and ths senior center. 

• Site visits with agency staff and participants 
to show the participants what occurs in a 
senior center. 

We found that the barriers to recruitment fell 
into one of two types: institutional and eligi- 
bility. Institutional barriers were present when: 
(1) agencies were reluctant to allow their partic- 
ipants to retire because of fimding constraints 
(fear of losing funds if the requited six hours of 
"active treatment" as defined by government 
agencies were not provided), (2) when regulato- 
ry issues such as state and Medicaid regulatior\s 
did not easily allow for retirement, and (3) 
when only limited transportation services and 
funds were present. 

Eligibility barriers were present when: (1) 
the seniors being referred were not travel 
trained^ had toileting problems, or their func- 
tional skills were markedly below the norm of 
the other seniors; (2) sOTie of the seniors who 
were referred demonstrated inappropriate social 
skills and behaviors; (3) some of the seniors 
who were asked to participate did not want to 
retire; (4) there was resistance to change in pro- 
gram by potential participants or a family mem- 
ber, (5) the senior's disability was sufficienfly 
severe so as to impede participation; or (6) the 
senior being referred was physically ill. 

The program director met with each poten- 
tial participant to assess his/her interests and 
aUlities and to review his/her choice of cen- 
ters/activities. People were matched with senior 
centers based on their interests atKl needs and 
the scheduling of the senior centers. The direc- 
tor attended tite senior center with each partici- 
pant on his./hcr first day to help him/her get 
acclimated. 



By the end of the first year, eleven people 
with either mild mental retardation or cerebral 
palsy were attending four JASA senior centers. 
They participated in arts and crafts, dandng, a 
choral group, a music ^preciation class, yoga/ 
exercise, bingo and lunch. 

Some of tl^ participants were more depen- 
dent in the beginning than anticipated and need- 
ed extra help from staff and volunteers. A few 
had questionable social skills and exhibited 
iru^ropriate behaviors (e.g., taking the micro- 
phone during a music class, demaiiding too 
much of volunteers, standing ri^t next to the 
speakers during a class, and asking the volun- 
teers to act as messengers between the partici- 
pants and the program director). These prob- 
lems were addressed with the help of the devel- 
opmental disabilities' agency staff. 

The relationships between the participants 
and the center members developed slowly. At 
first, the participants relied on each other for 
support as they became acclimated to center 
life. Then, the participants began to make new 
friends as center members became less fearful 
of them. Some center members did not want 
the participants to sit with them at lunch, but 
over time they "accepted" them as members of 
the center. In one center, where there were 
many frail and disabled elderiy adults, the par- 
ticipants with a developmental disability made 
friends easily. 

Productive relationships between volunteers 
and participants evolved over several months. 
While volunteers initially were overiy solicitous 
and patemalistic, tiiey learned to set aiq>ropriate 
limits respectfully and with dignity. As a result, 
the participants became more independent 



Lessons Learned 

□ A supporHve and cooperative senior center steff 
is the key to the success of any community 
integration effort. 

Due to the large staff/center member ratio (two 
to 85 to '200 members), volunteers were needed 
to assist paiticipants in each site. Two center 
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directors had previous experience woridng with 
people with disabilities. The other two received 
training. The role of the center director was to 
welcome and register the participants as new 
members and generally to supervise their visit to 
the center. 

□ Direct contact with agencies resulted in refer* 
rals, however, press releases were ineffective. 

We found that many of the developmental 
disabilities agencies were reluctant to refer 
participants out of their programs for fear of 
losing government funding; reimbursement is 
geneirally based on some set number of hours 
of "active treatment" and within some agen- 
cies leisure activities are not yet considered 
active treatment 

[2 Mainstreaming one person at a time can be 
more effective than mainstreaming a group. 

Too many people at one time (depending 
upon the extent of their disabilities) can be 
overwhelming to the staff, volunteers, and 
center members. A developmental disability 
agency staff person's presence can help to 
acclimate the participants to the program and 
can help to resolve any problem^confiicts 
which arise. However, at times the partic- 
ipants would cling to the staff person when 
present and would not become involved in 
activities. 

□ Agencies which serve older adults can serve the 
needs of people with developmental disabilities. 

Cooperation between the aging and develop- 
mental disabilities networks is essential for 
an integration project to succeed. T^ispor- 
tation must be provided and case managers 
from developmental disabilities agencies 
need to be involved in working with the 
participants in the mainstreaming effort The 
program was successful where JASA staff 
and the staff of the devekqmiental disabilities 
agencies worked cooperatively. 

Such integration efforts must be planned to 
meet the needs and abilities of the individual 
participants. Some older persons with devel- 
opmental disabilities who are in workshops 
feel strongly about wanting to continue to 
work and are reluctant to retire, whereas, 



others feel ready for alternative Geisure) 
activities. 



Parting Comments 

In our case, it was important that the devel- 
opmental disability agencies work together to 
assess the participants' needSt interests aiKi abil- 
ities. It was also important that the devel(^ 
mental disability agency staff be available to 
assist the program personnel as the program 
gets under-way. The participant's case manager 
and either the occupational or art therapist made 
several visits to the various sites in the begin- 
ning to provide support. It is helpful to (he 
centers if they are made aware of any problems 
which the participants may have and what that 
person's program goals may be. 

Older people with developmental disabilities 
can ber^fit from participating in community- 
based senior programs. Volunteers are needed 
to help make an integration effort work; particu- 
larly if a large number of people are being 
mainstreamed. Cooperation between the staffs 
of aging and develo{miental disability agencies 
is essential to ensure the success of the pro- 
gram. 

It is beneficial for all older adults to have as 
many choices as possible as to how to spend 
their later years. Older adults with develo[»nen- 
tal disabilities are tK) different Opportunities 
need to be created which allow such individuals 
to spend their leisure years productively. There 
is a role to play for senior agencies in providing 
opportunities for recreation and leisure. We 
believe that there should be a partriership estab- 
lished between the aging and developmental dis- 
abilities networks. 

JASA's program has enaUed its eleven par- 
ticipants witfi developmental disalxlities to be- 
gin developing r^w relationships with people 
their own age. It is a beginning towards t^lp- 
ing them to develop and discover new skills or 
rekindle old ones; and it is a step in the direc- 
tion of helping them to become more indepen- 
dent and diminishing their dependence on an 
agency. 
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The most common community resource available to older 
adults under the Older Americans Act is the community senior center. 
Senior centers are sites often located in neighborhood buildings, such 
as surplused schools, churches, apartments, neighborhood social 
centers and even storefronts, that provide a social environment for 
seniors that encourages congregation and participation in various 
activities. Many senior centers are also congregate meal sites, or 
multipurpose buildings which offer avocational activities, work or 
crqftshops, and physical exercise/fitness facilities. Many have 
already undertaken efforts to reach out to seniors with disabilities; 
others have yet to do so. 

The case studies that follow are examples of efforts undertaken 
to aid older persons with developmental disabilities to use the services 
at their local senior centers. As would be expected, this is the most 
prevalent community integration effort generally undertaken and as 
such offers the broadest variety of experiences. We have included a 
variety of examples of such experiences in this section. 

Readers will note a diversity of approaches. Some worked to 
M senior center to become a more receptive environment. Others 

Stook steps to aid one or more seniors with a developmental disability 
. ^ become more familiar and more at ease with using their neighbor- 

G"*"* hood's senior centers. Still others found that the only way they could 
get their "foot in the door" was to set up an enclave program. Some 
^ also undertook their efforts with project staff, others did staff sharing 
arrangements, and still others used a senior friend or companion ap- 
proach. Some formal arrangements were tried, others went ahead on 
their own. Others used a matchmaker or broker approach that pairea 
seniors with the center most suitable to their interests and needs 

^■v These varied approaches provided us with a richness of experi- 

encesfrom which to draw. We were pleased with the diversity as it 

Ci"* showed that there were many approaches that work to the advantage 
of seniors with a developmental disability, but that there is no one 
^ "correct approach" that will work for all agencies. 

The lessons learned? Given the number of such efforts, the 
lessons learned were abwidant and varied. Many of the efforts to use 

C senior centers can be done at little or no cost. Such efforts go much 
Lrt /«rf^r if you do not run into resistance on the part of the site manag- 

O S ^rs or other seniors routinely using the site. Although the force of law 
• pi^ W " behind yom efforts, you do not "score points" by forcing people to 
'4ai^ accept one another. Volunteers, particularly other seniors, functioning 

f 1 JJJJ as senior friends, can be a valuable resource. Aiding individuals to 

JT! integrated into senior centers can be more effective than attempting 

w group integration. On the other hand, if nothing else will work, then 

aiding a group to become site users is a workable device. As one of 
our contributors noted: "If at first you don't succeed, try again!" 
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WACOSA Seniors Program 



Pamela Baltes^ 

Case Abstract: This case study describes the experiences of a disability agency in St. Cloud, 
Minnesota in establishing a program for seniors with developmental disabilities within a 
community center. The program provides skill training in communication, hygiene, community 
integration and recreation/leisure. Seniors are involved in activities within the center and in 
the community such as: exercise classes, study groups, and volunteering in a nursing home. It 
was found that the program is cost-effective and that training the seniors in the "hidden rules" 
of the center is helpful in promoting acceptance of them as participants. 



Introduction 

WACOSA is a private non-profit organiza- 
tion incoiporated in 1963. It is licensed by the 
Minnesota Department of Human Services to 
provide vocational and habilitation programming 
for 130 persons with mental retardation and 
other related conditions. 

The name "WACOSA" is an acronym 
formed from the location names of the primary 
program sites (WA-Waite Park, CO-Cold 
Spring, SA-Sauk Centre). A fourteen member 
board of directors governs the operations. Cur- 
rently, WACOSA employs 27 training staff and 
17 support staff who work with individuals as- 
sisting them to become more independent and 
self-sufficient. Although WACOSA has a 
stiX)ng vocational emphasis in its program, a 
newly formed seniors component has allowed 
eldeily itidividuals the opportunity to integrate 
socially with other seniors in the St. Qoud area. 

St Qoud is located in the central part of 
Mitmesota. A small community situated on the 
Mississippi River, the population of St. Qoud is 
about 48,000. 



Project Description 

The WACOSA Seniors Program consists of 
14 seniors who have developmental disabilities, 
two full-time staff, volunteers and student in- 
terns. The age range for these 14 seniors is 53 
to 86. There are five males and nine females. 
Living arrangements include board and care 
homes, foster homes, nursing homes, ICF/MR 



group homes, and parental homes. Ail but one 
of the seniors are ambulatory. Transpottation is 
provided by specialized services, taxi and 
WACOSA vans. 

The ftequency of attendance is determined at 
annual staff meetings. Seniors can attend one to 
five days per week, Cunenfly, all our seniors 
attend on a regular schedule except for occa- 
sional days off for vacations or illness. 

The Seniors' Program is located in the Whit- 
ney Senior Center in St. Qoud, Minnesota. The 
program includes training in such skills as com- 
munication, hygiene and self-care, community 
integration, and recreation/leisure. 

Seniors are involved in as many integrated 
activities at the Whimey Center and in the com- 
munity as possible. Some of these activities 
include exercise classes, daily meals in the nutri- 
tion program, bi-weekly involvement in the 
wood shop making toys for tots, a humanities 
study group, and volunteering at the humane 
society where they clean pet cages and play 
with the pets; a nursing home where they pro- 
vide assistance witiii passing out juice and play- 
ing bingo with the residents; and using the pub- 
lic library, community stores and attending 
special events. 

In the Fall of 1989, WACOSA administra- 
tors met with the director and staff from the 
Whitney Senior Center to discuss the possibility 
of creating a program that would allow seniors 
with developmental disabilities to be integrated 
within the general senior population. The Whit- 
ney staff were somewhat familiar with 



CojTcspondcncc should be addressed to Pamela Balles, Program Manager, WACX)SA, 620 Sundial Drive, Waitc Paric, MN 
56387. 
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WACOSA as many of our seniors had been ac- 
cessing the nutrition program for several years. 
The staff from the Whitney Center was willing 
to help and eager to have the group move into 
their building. 

The first step was to enlist the help of a 
consultant with knowledge and experience in 
seniors' issues. Dr. Ellie Stokes, a professor of 
Anthropology at St. Qoud State University, 
agreed to assist us. Dr. Stokes first conducted 
observations at WACOSA to assess the skill, 
strengths and deficits of the seniors. She also 
made comparison observations of seniors fre- 
quently using die senior center. She then made 
recommendations to help alleviate some of the 
potential barriers to a smooth transition of 
WACOSA's senior group into the Whitney 
Center. Her recommendations included 

• adjusting our dress code to fit the Whit- 
ney Center, 

• learning the use of appropriate table man- 
ners; 

« using appropriate greetings; and 

« locking the door when using the bath- 
room. 

Dr. Stokes also suggested that we discuss the 
proposed integration with the most active mem- 
bers of Whitney. Through these conversations, 
active members were able to share their con- 
cerns and ideas while WACOSA gained member 
suppoit. 

An example of the impact this program has 
had on some of the seniors can be cleariy seen 
in the vignene of Ms. Mary Jean F. 

The WACOSA seniors moved into the senior 
center in November 1989 after three months of 
planning. The individuals who moved into 
Whitney continue to be categorized under the 
existing Developmental Achievement Center (or 
"DAC") license and are technically still at 
WACOSA and just visiting the senior center 
daily. The funding remains the same for each 
individual based on where he/she lives. Com 



Ms, Mary Jean F. 

When 61 year old Ms. Mary Jean f, reen- 
tered ihe WACOSA program she went 
direcdy into the Whitney Senior Program. 
Upon enuring the progrtun, her history of 
incontinence^ non-compliance, uncontrottO' 
ble crying, minor outbursts ofphysictd and 
verbal aggression, and no expressed interest 
in interacting with her peers or with her 
environment was a problem. 

Now, after one year in ihe seniors* pro- 
gram, Ms. F. has become a **model senior*\ 
She is an active member of the Retired 
Seniors Volunteer Program, sets tables at 
the nutrition center daily, is learning to ride 
the Metro bus, plans group activities for 
herse^ and one or more of her peers, vol' 
unteers to deliver meals to titose unttble to 
cook for themselves and is looking into 
joining a seniors* chorale group. 

We feel that Ms. F/s phenomenal 
changes in both her behavior and attitude 
are due, in part, to a more stable environ' 
ment and proper medical care. We also be* 
lieve that her success is strongly tied to our 
senior staff using forced choice** options 
to involve her in the program. When she 
completed the required number of both 
group and integrated activities, she would 
receive one^on'One shopping trips or eating 
out. 

Ms. F.*s crying behavior was ignored 
and she received immediate and frequent 
reittforcement for appropriate interactions 
and expression of her feelings. She became 
responsive to the various friends and ac» 
quaintances who would ocatsionaUy stop by 
to visit the seniors. 

While Ms. F. still requires some moti- 
vation to do independent activities, we see 
no more crying, nor the mood swings or 
depressions. She has become a social per- 
son. 
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mon fiinding sources include county and state 
money through the Minneasota Community So- 
cial Service Act» home and community waiver 
services. Medical Assistance and private pay. 

WACOSA does .ict iiave to pay rent or is 
responsible for any other expanses at Whitney 
Center. The only additional expense that we 
have undertaken is a private telephone line to 
prevent "overioading" the Whitney Centcr*s 
telephone system. 

The group is comprised primarily of individ- 
uals who are over the age of 60. Two of our 
regular staff are running the project mi receive 
assistance from volunteers, student interns, and 
Green Thumb woikers. (Green Thumb is an 
employment oiganization for soiiors that places 
people in jobs.) These staff are supervisai by a 
program manager from WACOSA. 



Lessons Learned 

Q A move to a senior center can be cost^ffecAve 

We do not pay extra for the q^ace. Our only 
additional cost is for the telqplKNie. Moving 
14 people out of the current building allowed 
WACOSA to increase its apK:ity and accq>t 
referrals for 14 others. 

□ Access buiU'in communkation tools, such as 
newsletters, to let people know what you are 
doing and express appreciation for support 

This way you will be able to meet widi the 
center staff consistently to "field" problems 
and stay current with die center*s issues and 
assist the center widi its needs. 

□ Train your seniors in the '^hidden rules'^ of the 
center. 

Rules, as do not talk in the halls when a card 
club is playing, lock the bathnoom door when 
using the bathroom, and do not walk into 
offices or rooms where other groups are 
meeting, are helpful advice to give to your 
seniors. 



^ Do not expect center employees to take responsi^ 
bilHyfor the seniors. 

Be aware of where your seniors are and that 
senior center staff do not generally jHOvide 
personal care (XT special assistance. Help the 
seni<Hs get involved with other activities. 

For example, help them join the Retired 
Senior Volunteer Program, eat meals at the 
nutrition program site (even if it is a bag 
lunch), and go outside the center for integra- 
tion activities by attending group activities 
and lectures only when you can provide ade- 
quate supervision. Join f(xces with others in 
die field who are doing similar activities by 
meeting with the activity directors of nursing 
homes or adult day care center to share ideas, 
activities and resources. Most importantly, in 
all integration activities, be sensitive to the 
individuals you are with and try to make the 
experience positive for both perons who are 
disabled and those who are not 



Parting Comments 

Program administrators who are interested in 
develc^ing similar programs within an existing 
senior center can help to facilitate successful 
integration by assuring two tilings: 

• The seniors who attend the centers should 
"buy into your project." 

• Do not try to force others to accept the group. 
Ask their advice, let them know exactly how 
many people will be attending and what kind 
of activities you are plarming. Build in an 
open conomunication system before you start 
and take every complaint and suggestion seri- 
ously. 

The move to the senior center has been suc- 
cessful for our seniors and an educational oppor- 
tunity for many conunxmity members. Some of 
the mytiis and fears about people with handici^ 
are disappearing as die public becomes used to 
us being in their environment We continue to 
strive toward more indepcn^<5nce within die 
center and more normalized activities. It has 
been a learning experience for both the public 
and our staff. 
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Liberty Center Project 



Patricia A. Wade^ 

Case Abstract: This case study describes the experiences of integrating seniors within several agencies 
and cultural activities in Hamilton, Ohio. A satellite program was housed in an urban area senior center 
by a disability agency. The disability agency integrated people from a segregated program into the on- 
site senior center. The project found that solving stcff and supervision problems by providing the 
necessary stcff and qualified supervision as keys to their success. 



Introduction 

During the 1980s, full community integration 
emerged as a goal for the programs operated by 
the Butler County Board of Mental Retardation 
and Developmental Disabilities. The Board's 
philosophy and efforts have progressed from 
taking individuals with mental handicaps to 
community activities in groups merely for them 
to observe, to these individuals actuaUy access- 
ing generic services. Now, many of these indi- 
viduals with mental handicaps are employed or 
volunteer at several community locations and 
often live in the community with their peers 
who do not have handicaps. What we now 
realize is that integration, or the mere physical 
presence of individuals with mental handicaps in 
the community, is not enough: we now strive 
for "inclusion," or presence in the community 
that results in personal relationships and friend- 
ships. 

When seeking an appropriate community 
setting in which to facilitate the inclusion of an 
older iTidividual with mental retardation, we 
looked for commonalities between individuals 
who do not have handicaps who frequent a par- 
ticular setting and individuals who have handi- 
caps who are targeted for inclusion. For older 
individuals with mental handicaps, one environ- 
ment for this inclusion which has existed for 
over twenty years is the senior center. The 
traditional function of senior centers has been to 
develop personal relationships and friendships 
among older individuals. Thus, these offer an 
atmosphere in which to promote inclusion for 
seniors with mental handicaps. 

The Liberty Center Project sought to estab- 
lish a satellite program for older adults with 



mental handicaps at a local senior citizens cen- 
ter. The seniors previously received services in 
segregated county programs for individuals with 
mental retardation. The project was initiated to 
integrate older individuals with severe mental 
retardation not only into a physical setting with 
senior citizens who do not have mental retarda- 
tion, but as full members with the same expecta- 
tions as any member: contribution, respect, and 
participation. 

This case study takes place in Ohio's Butler 
County, an area of some 291,000 persons in the 
greater Qncitmati region. The communities of 
Middletown and Hamilton-Fairfield represent 
areas of some 70,000 and 140,000 persons, 
respectively. 



Project Description 

The Liberty Center Adult Services program 
staff recognized the potential of senior centers to 
provide appropriate services for seniors with 
mental retardation during the eariy 1980s. Con- 
tacts were made with those iiKlividuals who 
provided services and conducted programs for 
older individuals, as well as with university 
officials who specialized in gerontology studies. 
These eariy efforts focused mainly on informa- 
tion gathering rather than on integration. A 
geriatric assessment tool was develc^d for 
older individuals who were enrolled in Adult 
Services. The population that was targeted was 
based on the itidividuals' age for specialized 
senior services. These individuals were enrolled 
in two woikshops within the county - the 
Middletown Center and the Hamilton Center. 
We thus made special efforts to reach out to 
coimnunity senior centers. 



Correspondence should be addressed to Patricia A. Wade, M.Ed.» Program Supervisor* Liberty Center Adult Services, Butler 
County Board of Mental Retardation and Developmental Disabilities, S64S Libcrty-Fairfield Rok1» Hamilton, OH 45011. 
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In 1986, a group of Middletown Center older 
adults began making weekly visits to the Mid- 
dletown Senior Citizen Center to have lunch and 
participate in center activities (see Middletown 
Community Integration Project). Then, in eaiiy 
1987, the Program Coordinator of the Hamil- 
ton - Fairfield Senior Citizens, Inc., and I met to 
discuss the possibility of bringing seniors who 
had mental handicaps to the Hamilton - Fairfield 
Senior Citizens Center for activities. The pro- 
gram coordinator's response at that meeting was 
very favorable, however, she noted a few limita- 
tions. First, we were asked to provide staff or 
escorts to assist our service recipients with per- 
sonal needs and, second, we could not automati- 
cally expect a wann reception from the center's 
other users. The program coordinator was very 
emphatic in stating that this is not a population 
known for its flexibility. 

Eaily in 1987, two Hamilton Center service 
recipients made two trips to the Hamilton - 
Fairfield Senior Center. However, this activity 
was discontinued due to a lack of available staff 
and transportation. The individuals from the 
Middletown Center, however, continued to have 
success in accessing the Middletown Senior 
Center. Two favorable conditions that helped 
facilitate the visits were that they were more 
highly skilled and had less severe disabilities 
than many of the other service recipients, and 
the existence of convenient door-to-door public 
transportation. In addition, formal in-house 
work groups on aging that were established in 
1987 at both facilities using a curriculum that 
focused on the needs of this population helped 
make our staff more aware of senior issues and 
needs. 

In 1989, the Liberty Center opened a pro- 
gram for adults with profound and multiple dis- 
abilities. Because many of the adults were 
older, it was decided to establish a seniors group 
for older Liberty Center participants which 
focused on the needs of these individuals. In 
December 1989, the instmctor who was respon- 
sible for the Liberty Center's senior group again 
exi^ored the feasibility of having the seniors 
visit the Hamilton-Fairfield Senior Citizens 
Center. By January 1990 she began taking two 
or three seniors for regular weekly visits. When 



visiting the center, the Liberty Center seniors 
participated in a number of activities, irK^luding 
crafts, ballroom walking, lunch, and movies. 
Occasionally, when nothing specific was sched- 
uled, they merely socialized in Ae living room. 
Soon tt^ Liberty Center's seniors and staff be- 
came a £amiliar group at the Hamilton-Fairfield 
Senior Center ard were graciously accepted by 
the staff. Acceptance by the onostituems, as the 
program coordinator predicted, was slow in 
forthcoming, but an occasional overture of 
fnerKlship was made. 

A firm commitment was made in 1990 to 
make every effort to continue the partidpation at 
the Hamilton Senior Center, and in June 1990, a 
decision was made to explore the possibility of 
establishing a satellite program for seniors mtti 
mental handicaps to be housed at die Hamilton- 
Fairfield Senior Citizens Center. In July, the 
instructor and I met with the program coordina* 
tor in order to introduce the suggestion as well 
as to explain the {^osophy motivating the idea 
and to seek ways materials, staff and services 
could be furnished in order to make this step a 
reality. To our gratification, ttie idea was vety 
well received, aiul a subsequent 2q;)p(Mntment 
was made to meet with the executive director 
who was also very much in favor of the con- 
cept She explained that integrating s^ors with 
handicaps into their program would, along with 
the salutary benefits of inclusion for itKlividuals 
who have and do rot have handici^ ahke, 
provide additional benefits to the Hamilton- 
Fairfield Senior Citizen Center and to the Cou- 
ncil on Aging which is housed at the Center. 

By December 1990, the executive director of 
Hamiltcm-Fairfield Senior Qtizcns, Inc. (S.CL) 
retired. Her replacement agreed to proceed with 
the project to integrate seniors with mental 
handicaps at the senior center, and set up a 
meeting with the Butler County Board and the 
S.C.I. attorneys and executive staff* From ttiat 
very positive meeting, the following points of 
agreement emerged: 

• The Board would provide financial resources to 
the center (approximately $25,000) for the 
comi^etion (rf* one of the rooms on the center's 
second floor. This room could serve as a 
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"tiome room" for up to twelve seniors with 
mental retardation and enable infomial and 
regular integraticm into the other activities of 
the HamiltCHi-Fairfield Senior Citizens Center. 
These activities were agreed upon by both par- 
ties. 

• Integrati(m into the activities would be the sole 
responsibility of the staff of the Board who 
would supervise, assist, and be responsible for 
their seniors. 

• The Board agreed to provide a one-to-four 
staff/senior ratio for supervisicm at the center. 
The seniors with mental retardation were to 
apply for individual membership, thus, becom- 
ing full members, with all the rights and re- 
sponsibiUties thereof. 

« Transportation to and from the center for the 
Board's seniors would be provided by the 
Board. 

Funding for the renovation project was pro- 
vided by the Board, which had encumbered the 
monies in the Liberty Center Adult Services 
budget. In retum for the funding, Hamilton- 
Fairfield Senior Citizens, Inc. agreed to allow 
the Board exclusive use of the room for five 
years. A Memorandum of Understanding cover- 
ing the terms of the agreement between the 
Board and Hamilton-Fairfield Senior Gtizens, 
Inc. was signed by both parties in June 1991. 

The collaboration between the Butler County 
Boaid of Mental Retardation and Developmental 
Disabilities and the Hamilton-Fairfield Senior 
Citizens, Inc. was a unique arrangement. As 
neither the Board nor S.C.I. had a precedent for 
such an arrangement, conscientious attention was 
given to the development of the project by the 
executive director of Hamilton-Fairfield Senior 
Citizens, Inc., and the program supervisor of 
Liberty Center, who were to be the project liai- 
sons. 

Policies were adopted that anticipated and 
addressed possible barriers to service provisions, 
iiKluding procedures for appropriate integration 
into center activities, adequate supervision of the 
service recipients while participating in a center 



activity with peers who did not have handicaps, 
aiKl responsibility for ongoing maintenance of 
the room and materials used by die seniors widi 
mental handicaps. 

The most challenging issue was who would 
supervise die Board personnel who now worked 
at the senior citizens center. Because these staff 
were subject to regulations of the Board, Hamil- 
ton-Fairfield Senior Citizens, Inc., and a collec- 
tive bargaining agreement, a personnel handbook 
was developed to address the needs of this 
group in order to minimize problems and con- 
flicts in persoimel policies. We made sure that a 
policy of one entity was not contrary to or a 
violation of a policy of another entity. Given 
this, should a conflict arise, a satisfactory com- 
promise could be worked out 

To begin the project, we worked with eight 
Liberty Center seniors with mental retardation to 
draw them into the new program at the senior 
citizens center. Direct care was provided by two 
habilitation assistants, with supervision by a 
certified instructor. The assistants worked full- 
time at the senior citizens center, the instructor 
worked half-time at the senior citizens center, 
and half-time at a Board facility, leaving the as- 
sistants to proxy supervision while the instmaor 
was absent. 

The activities in which the seniors engaged 
while they were at the senior center were mutu- 
ally agreed upon by the Board and the senior 
center. These activities included care-giving, 
daily living and social skill training, and other 
typical "senior" activities. The latter - which 
whenever possible were integrated with non- 
handicapped seniors - more than likely included 
such activities as arts and crafts, i^ysical fitness, 
dances and socials, games, lectures and educa- 
tional activities, lunches, and field trips. Al- 
though our seniors were assisted in these activi- 
ties by Board staff, die long-term goal was to 
promote friendships with the regular members of 
the center with the idea that they would even- 
tually suf^lant the staff to assist their friends. 

As this program was a typical **senior" pro- 
gram, it did not include opportunities for paid 
production or vocational training, therefore only 
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those seniors who werc no longer interested in 
these activities were considered for the program. 

The Liberty Center continues to provide a 
transition program for its seniors with mental 
disabilities at our ^cility and in the community, 
while we woik to fully establish the satellite 
program at the senior center. 

At the Liberty Center program site, our 
seniors engage in activities such as atts and 
crafts; assist with cooking and baking for special 
events; coffee hour with discussion of current 
events; relaxation exercises such as water and 
lotion massage and listening to tapes; physical 
development activities such as warm-up exercis- 
es, waUcing, and dancing; various leisure activi- 
ties and games; as weU as instruction in self- 
help and vocational skills, if they so desire. 

The seniors also visit the Hamilton - Fair- 
field Senior Citizens Center twice a week where 
they participate in such activities as ballroom 
walking, blood pressure check, library-mobile, 
exercise class, and lunch with the other mem- 
bers. 

Because the seniors at the Liberty Center 
have profound and multiple disabilities, when 
they access the community it is with a one-on- 
one escort. They may also go to a cinema, a 
restaurant, the public library, a store, a shop, or 
the mall to make a purc:hase, or to attend a 
public event They have taken classes at a local 
craft shop and participated in volunteer work for 
the county litter control program. They have 
also been participants with other seniors who do 
not have handle^ in events slated especially 
for seniors such as regional "senior expos" at 
local amusement parks, a senior art show at the 
Cincinnati Commerce Center, the "senior Olym- 
pics" at a local retirement center, a senior walk- 
a-thon to raise money for vans, bus tours to 
local places of interest, riverboat rides, and the 
Cincinnati Ballet Sampler Series. Hirough the 
Cincinnati Arts and Humanities Resource Center 
for the Elderiy, our seniors have been able to 
attend jazz arid musical theater presentations 
with their peers who do not have handicaps. 



Various modes of transportation have been 
used to access community resources, among 
them being Board program buses, die Liberty 
Center bus - which staff drive - aiKi [Hivate 
cars. Public transportation in most oi Butler 
County is limited and therefore is used infre- 
quently. 

The instructor who works with the seniors, 
has received information and support from vari- 
ous agencies which deal with the elderiy* She 
holds membership in The Arts and Humaniries 
Resource Center for the Elderiy, the Council on 
Aging, ttie Ohio Department of Mental Retarda- 
tion and Developmental DisaUlities, Southwest 
Regional Sub-Committee (for geriatrics), and the 
Cincinnati Activity Coordinator Council S»ic 
has also received much assistance from the 
Council on Epilepsy, Easter Seals, the Mental 
Health Association, M^le Knoll (a retirement 
center), the University of Cincinnati, and the 
United Appeal (Community Chest). 



Lessons Learned 

□ Aging network receptivity is important to making 
integration efforts work. 

Although some senior center members may 
have their own prejudices and feelings about 
other senicKS, irrespective of the nature of 
their differences, wirming die coopention of 
the center administrators and staff is crucial. 
It is also important to show good faith by 
staff sharing, budgetary assistance and other 
cost sharing efTorts » senior center progruns 
generally do not have a large endowment and 
can benefit from any infusion of funds or 
other resources. 

□ A formal structure between the senior organim' 
tion and menial retarOation/iifelopmeniat dis- 
abilities sendee providers may be needed. 

Although we worked out a formal arrangemem, it 
is not always necessary to do so - many infonnal 
arrangements can work just as well. In our case, 
because we were engaged in staff sharing and a 
speciflc budget tranter, we needed to cover 
employment contracts tfid other areas ot potential 
conflict. 
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Parting Comments 

Our program is in transition, yet much has 
already been accomplished. Soon, in addition to 
a facility-based program which fosters communi- 
ty access for seniors with profound and multiple 
Usabilities, we will experience true inclusion 
with peers who do not have disabilities for many 
of our seniors. 

In retrospect, the guiding principles which 
have been most instrumental to success have 
been the following: 

• Develop an inclusicm philosophy and com- 
municate it with enthusiasm to all staff. 

• Be assertive when proposmg imiovative ideas 



(the worst anyone can say is "no"). 

Use flexibility in staffing and resources. 

If it takes one staff trainer or escort to make 
a program successful for one senior, be pre- 
pared to provide it. 

Use any transportation available to access the 
community, including walking; appeal to 
"image" and benefits to the organization 
when proposing integration with a commu- 
nity entity. 

Cite previous successes and build on them. 



SARAH, Inc's Elder Enrichment Program 

Laurie-Jean Dittmann^ 

Case AbsMici: This case study describes the experiences of an agency in rural Connecticut which has 
successfully integrated seniors with developmental disabilities into generic senior agencies in neighlxfring 
commimties. The cornerstone of this program is the employment of a full-time program manager who 
worked with many community sites and encouraged seniors with mental retardation to become active 
members of various senior centers. It was advised to start slowly with senior center administrators, 
offering the option of only one or two service recipients Joining at first. In time, others will become 
involved. 



Introduction 

SARAH, Inc. (Shoreline Association for Re« 
tarded and Handicq>ped Citizens) was estab- 
lished over fliirty years ago to provide services 
to irxiividuals with developmental disabilities 
who live in six towns throu^ut Connecticut's 
Long Island Sound shoreline. SARAH'S pro- 
grams offer services to children and adults v^th 
mental retardation. The individuals who partici- 
pate in programming range in age from 2 to 
mid-70s. 



Presenfly, the agency has a program site 
located in tiie town of Guilford (a small com-- 
munity of some 3,600). It is here that people 
are dropped off and picked up each morning 
and afterrux)n. At these various locations and 
senior centers, they participate in volunteer 
services, arts and crafts, luncheons, educational 
oKwrtunities, and religious functioris. The 
focus of the program is to have the seniors from 
SARAH do as many things as possible as any 
other senior citizen living in the community. 
The individuals in SARAH's Elder Enrichment 



CoTOspondcncc should be addressed to Laurie-Jean Dittmann, Director of Community and Support Services, SARAH, Inc. 
33 -K Waier Street, Guilford, CT 06437. * *' 
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Program (EEP) range in age from 56 to 77 with 
the average age being 65. There are currently 
seven females and tluee males. The participants 
live in private homes, group homes, and nursing 
homes. 

In the spring of 1989, SARAH'S vocational 
program was about to undergo a dramatic 
change. For many years, SARAH had been 
providing vocational programs through small 
businesses. As the agency was contemplating 
closing its greenhouse (where many of its se- 
niors with mental retardation were employed) 
the seniors were asked about their vocational 
a^irations. The majority of the seniors ex- 
pressed the desire to retire or semi-retire. We 
were embarrassed to admit that we had never 
offered retirement programming as an option. 
Thus, SARAH*s Elder Enrichment Program was 
designed. 



Project Description 

The EEP is a day program which is held 
Monday through Friday. The program partici- 
pants are transported to the program by group 
home staff or by SARAH*s transpoitation pro- 
gram. The EEP program strives to provide a 
commimity enrichment experience for individu- 
als who are fifty-five years of age and older. 
At the present time, there are 10 participants in 
the program. The amount of time spent partici- 
pating in the program is dependent upon the 
needs and desires of the participants. 

Once it was determined that we were going 
to open the EEP program for seniors, one of the 
full-time vocational program staff people was 
offered the opportunity to marutge it At that 
time, we also decided to incorporate the EEP 
into the Community and Su{^rt Services divi- 
sion of SARAH. This fit has been perfect as 
one of the purposes of the program has been to 
focus on community enrichment and not to have 
anything to do with vocational planning. 

The full-time manager began her respon- 
sibilities in August 1989, As SARAH*s focus 
has always been on community presence, the 
program manager visited many senior centers 



and other community sites in search of support 
As Guilford has always welcomed SARAH arxi 
since the base of operations for EEP was locat- 
ed there, we had very positive responses to this 
new venture. 

When the EEP manager approached the 
Guilford Senior Center, the idea of having our 
program as a part of its program was accepted 
with enthusiasm and encouragemrat Currentiy, 
every service recipirat involved in SARAH*s 
EEP program has become a member of the 
Guilford Senior Center. 

Each individual served by SARAH is in the 
vocational, re^dential or day services such as 
EEP. Each of these irKlividuals has a set of 
goals aiKi objectives established on a yearly 
basis which are reviewed quarterly. Through 
the review process the irxlividual's program 
services can change. The annual review process 
is a critical tool for determining appropriate 
service placements for individuals. Specisd re- 
views were held to coordinate the necessary 
changes to get the first few service recipients 
starred in the program. 

In October 1989, tiie first older adults with 
developmental disabilities attended the program. 
Most attetKled on a part-time basis as we were 
only able to afford one staff person. As more 
participants have desired to take part in the 
program, a part-time staff member was hired in 
August 1990. Presentiy, with one full-time (40 
hour:s a week) and one part-time (20 hours a 
week) staff member, the program has expanded 
to serve ten individuals. Many are full-time 
while others attend part-time. It has often been 
decided that part-time attendance in EEP is in 
the service recipients* best interest We do feel, 
however, that if we could secure funding for 
more staff, all participants would benefit by 
attending this program full-time. 

Having two staff people allows for the pro- 
gram to be split into small groups. In this man- 
ner, there are never more than four seniors ftom 
SARAH*s EEP program at a community center 
at one time. When not participating at one of 
die centers, the other members of ^P partici- 
pate in aaivities such as going shopping, dining 
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out, visiting museums and galleries, going on 
boat rides, partaking in pet therapy, picnics, 
religious affiliations, crifts and volunteer servic- 
es. Our seniors are never idle, nor do they 
seem to be boied. 

Because the program began after the fiscal 
year started, there was no cost center or line 
items in the agency's budget specifically for 
EEP. SARAH'S finance department needed to 
rewrite the budget to reflect the program's ex- 
penses and income in the Community and Sup- 
port Services Division. Funding for EEP comes 
from a omtract that SARAH established with 
the Connecticut Department of Mental Retarda- 
tion. Funds are set on a per consxmier per diem 
rate. 



Lessons Learned 

□ You have to work at gaming acceptance and 
promoting inclusion 

By continuing to maintain a positive attitude 
and being persistent, our manager will even- 
tually encourage our seniors with mental 
retardation to become active members of all 
our senior centers. Visiting a center with one 
or two seniors at a time and inviting adminis- 
trators to various programs or at other senior 
centers where SARAH members are in- 
volved, will help to alleviate any skepticism 
the administrators may have. 



Parting Comments 

Our successes with EEP have been numer- 
ous. We have truly been accepted into the 
shoreline conmiunity. The town of Guilford has 
looked to us to be active members in its senior 
program. Throu^ this program we have had 
the opportunity to participate in such activities 
as concerts, movies, crafts, line dancing, bingo, 
sing-a-longs, lectures and various other commit- 
tees. Our seniors have had the opportimity to 
be volimteers and in a sense have given back to 
the conununity. They volunteer for such activi- 
ties as Meals-On- Wheels, the American Red 
Cross, the Red Ribbon campaign for MADD, 
and a food bank. 



We have participated in senior centers in 
five other shoreline towns as well. There is one 
center in our six towns that does not seem re- 
ceptive to the idea of having individuals with 
develcqymental disabilities participate in its pro- 
gramming. Our manager is per^stent and will 
continue to visit this center in hopes of chang- 
ing the administrators' minds. 

Our biggest prolflem at this time is lack of 
funding specifically ear-marked for EEP. So 
many seniors want to take part in our program 
that there is a waiting list If we could afford 
two full-time employees and/or another part 
time position, we could serve more people. We 
try to utilize volunteers and students as much as 
possible. We hope to put ihe program on sepa- 
rate funding base eventually ftom DMR and to 
bill it as an OOA (Opportunities for Older 
Adults) program. 

In addition to staff salaries, other costs in- 
clude: rent, utilities, administration, transpor- 
tation and supplies. The service recipients pay 
their own dues to the senior centers which is 
usually a very nominal fee. They also pay for 
the activities in which they participate. Their 
share of costs for activities includes a portion of 
the admission or entrance fees for staff and 
volunteers. Service recipients also bring their 
lunch unless there is a platmed activity at a 
restaurant. Volimteers, family members, civic 
organizations and school groups can all be 
valuable assets as possible funding sources. 

Our recommendations for programs starting 
up would be to "really do your homework!" 
Establish eligibility requirements such as age, 
place of residence, time available for a seniors 
program, accessibility needs and medication re- 
quirements. Visit as many local senior centers 
as possible. Be as positive as you can - offer 
to these centers what irKlividuals with special 
needs can do as members. If you need a base 
site» locate it in an "active" town - within walk- 
ing distance of local shops, libraries, and other 
businesses. 

Start slowly with senior center administra- 
tors. Offer to have oiUy one or two service 
recipients join at first As time goes on, other 
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seniors with special needs can become mem- 
bers. Always keep your groups small. A stafi^ 
participant ratio of four-to-one is the maximum. 
Meanwhile, invite seniors and administrators 
from various community centers to agency 
functions such as parties, open houses and fund 
raisers. Likewise, ask your service recipients 
what they would like to do. Offer them many 
choices. Too often individuals with mental 
retardation have their decisions made for them 
regardless of their age. It is extremely unpor- 



tant that professionals remember to talk to the 
service recipients and to explain to tllHn their 
many options. 

All programs should strive to be fully inte- 
grated. SARAH'S EEP has done just that 
Having a positive attitude and communis image 
has also helped with the transition into commu- 
nity programs. All senior dtizens, regardless of 
their special needs, deserve to participate in age 
appropriate, life enriching experiences. 



Senior Special Needs Activities Program 

Sandra Vadnais^ 

Case Abstract: This case study monograph profiles the three year effort of a group cf disability agencies 
in using a senior center in a rural community in Wisconsin, The project used United Way funds to get 
pilot integration efforts underway enabling a small group of seniors use the facilities of a community 
senior center. The project found that proceeding slowly with a pilot group provides a good degree of 
success and that cooperative ventures linking a disability agency with a senior center can work. 



Introduction 

By the mid-1980s, Dunn County, Wisconsin 
service agencies were already discussing the 
need to include people with developmental 
disabilities who were of retirement age into se- 
nior citizen programming available within the 
county. 

A consortium of supporting agencies was 
formed in early 1988, which included Durm 
County Human Services, flie Office on Aging, 
Menomonie Senior Center, Indianhead Enter- 
prises (a sheltered workshop facility) and the 
University of Wisconsin-Stout Center for Inde- 
pendent Living. A recently retired person, with 
experience in human senrices program design 
and implementation, was available to assist with 
the development of a iwlot project to detennine 
the feasibility of providing long-range services 



to this target group (approximately 60 identified 
potential participants). 

The Dunn County area is typical of many 
Wisconsin communities. The area consists of 
mosfly rural out-areas with one or more small 
towns. The county population is some 35,000 
and the population of the town of Menomonie is 
about 13,500. However, we were also some- 
what atypical as we had a university located 
within the county which has a program kix)wn 
for its interest in rehabilitation services. 

To aid us with our effort, we requested 
funding from the local United Way to cover ex- 
penses incurred during this three month experi- 
mental project and a University of Wisconsin- 
Stout Vocational Rehabilitation student to assist 
the volunteer program developer. Six older per- 
sons with developmental disabilities were identi- 
fied as appropriate participants to try out a 



Correspondence should be addressed to Sandra Vadnais, Project Director, SSNAP, Menonwnie Senior Center, 1412 Sixth 
Street, Menonwnie, WI 54751. 
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variety of activities available at the Menomonie 
Senior Center and to provide ideas for the de- 
vdopmoit of new activities ^ropriate for the 
social skill level of this target group. At the 
conclusion of this summer pilot project, the re- 
sults were tabulated and present^ to the con- 
sortium. 

The results of the project indicated that there 
were retirement activities available at the 
Menomonie site which were interesting and 
appropriate for peqple with developmental dis- 
abilities who were ready to letire or to reduce 
their woik hours at the sheltered workshop and 
in supported employment situations. Nutritious 
meals, pool, shuffle board, craft classes, com- 
munity touring were the popular choices. As 
there had been good reception by the center 
staff, board members and attendees, and several 
senior citizens had indicated an interest in vol- 
unteering for this pilot group, it was determined 
that Menomonie was ready to suf^rt an inte- 
gration program for seniors with developmental 
disabilities. 



Project Description 

A proposal was drafted m September 1988 
to serve 16 Dunn County residents age 50 and 
older, who had developmental disabilities. We 
used the federal description for developmental 
disabilities as the criteria for participation and 
we considered the senior's {diysical cs^bility to 
participate. Seniors who had chronic mental 
illness as their primary or secondary diagnosis 
were not considered as Dunn County Health 
Care Center was already providing program- 
ming for this population. 

The director of the Durm County Office on 
Aging was the primary advocate for this new 
project. She woiked with the volunteer project 
coordinator in writing the proposal and design- 
ing a service delivery plan. The final plan was 
presented and approved by the Dunn County 
Board of Supervisors for funding in January 
1989. 

The ftrnding was administered through the 
County Human Services and contracted out to 



tile Mencmionie Senior Center. The service 
delivery design emi^ized that program partic- 
ipants should be encouraged to cho(^ the re- 
tirement activities in which they wanted to 
participate. This program philosophy was car- 
ried duou^ to the referral and intake process 
so that only people wlio wanted to participate 
were referred. 

The pilot project coordinator was hired as 
the funded project coordinator and the project 
was designated as the Seniors with Special 
Needs Activities Project (SSNAP). The funding 
proposal included wages for a project coordina- 
tor for twenty hours per week and a contribu- 
tion to the seruor center for administrative assis- 
tance. 

To ensure that the basic program philosophy 
of choice (to participate and to choose activi- 
ties) was supported, meetings were scheduled 
with Human Services, Indianhead Sheltered 
Woricshop and ARC staff and group home man- 
agers, liiese agencies agreed to refer and sup- 
port participants who were interested in retire- 
ment or reducing work hours, choosing to be in- 
volved in the senior center programming. An 
at-home interview was scheduled with each 
person referred to the program to explain the 
program's purpose and to clarify witii the in- 
dividual's group home manager or foster parent 
tiie need for coordinated scheduling and on- 
going communication. A transportation and 
activity schedule was developed at this time and 
a copy of the monthly schedule was posted at 
the home. 

Each new participant was scheduled to begin 
attending the senior center, to facilitate introduc- 
tions and to make activity selections in a re- 
laxed and individualistic setting. The project 
coordinator reserved two-three weeks for each 
new participant to be "the new person" and to 
receive undivided attention and evaluation. All 
senior center staff were sensitized to recognize 
and stipport this incubation time as crucial to a 
positive participation experience. 

New participants were encouraged to try a 
variety of activities and then choose two or 
more they would like to continue. Problems 
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SSNAP's Seniors 

SSNAP started with six participants attend- 
ing three activities per week. The initial six 
participants were a diverse group, including: 

• a 63 year old woman who has cerebral 
palsy, had no formal education, was institU" 
tionidized for 25 years and who recenUy 
moved into a supervised apartment indepen^ 
dent living program; 

• a 65 year old man who was legally blind, 
but who now is experiencing an unusual 
improvement in his vision, and who attend- 
ed the State School for the Blind for 18 
years and lived in a men^s group home for 
20 years; 

• an 82 year old man who has lived in a 
foster home for 20 years, who is quite frail 
but enjoys visiting with people - especially 
people he had seen ten years ago at the 
sheltered workshop; 

• an 86 year old man living in a group home 
who is physically active and walks to the 
center each day; 

• a 75 year old man who lived within his 
large alcoholic family drinking exces" 
sively until his parents died then lived 
with a local non^drinking family for 30 
years and now resides at a country retire' 
ment home; and 

• a 65 year old woman, who has only mild 
mental retardation but a chronic mental 
illness wiOt cyclical depression, who lived in 
a group home but was hospitalized after 
three months. She is now living in a subsi' 
dized apartment with a live4n caregiver. 



identified during this intake procedure were the 
lack of support and coordination with group 
home managers/work time schedulers. They 2^ 
peared unconcerned about the choice factor of 
our project, and would schedule the paiticipant 
to come to the senior center on days that were 
convenient to themselves not to the participant 
Rather than have the projea turn into a day ser- 
vice, the emjAiasis was on the choice factor. 
Communication was increased and coordination 
improved between agencies so that the seniors 
could participate on days when their chosen 
activities were available. The program coordi- 
nator arranged to reschedule several activity 
groups to make them more accessible. 

Activities already in progress at the Men- 
omonie Senior Center included ceramics, crafts, 
bingo, pool and daily nutritious meals. The 
summer pilot projea had developed a weekly 
commimity tour and it was decided to add this 
option to the on-going activities. It continued 
to be the most popular group activity and has 
proven to be an excellent method to facilitating 
integration and encourage decision making. 

The project director is licensed to drive a 
fifteen passenger county van for regular 
attendees at the senior center as well as resi- 
dents of a retirement home who are invited to 
travel along each week. During the tours, sug- 
gestions for the following weeks were requested 
which facilitated the formation of a travelers 
club. The mixed group elected a president, a 
secretary and a navigator, which researched 
community events, historical sites and points of 
interest. 

The group voted on which tours to develop 
and then the committee planned the trip. Be- 
cause of the club's success, and the popularity 
of sight-se>:ing as a retirement activity, this 
group numbered some twenty to twenty-four 
travelers per week. Many of the tours included 
visits to a participant's home town where the 
participant would be the tour guide and pointed 
out local sites such as is/her family homestead, 
church and school. Reminiscing about the 
"olden days*' was a natural outcome of these 
home town visits and a good way to identify 
commonalities and facilitate friendships. 



In 1991, ftmds were awarded to the 
Menomonie SSNAP progiam from the Wiscon- 
sin Council for Developmental Disabilities 
"Innovative Project" to develop a "Friendship 
and Fitness" component. This funding made it 
possible to add modified exercise classes, walk- 
ing, shuffleboard and dance classes to the 
SSNAP agenda. An aerobics teacher developed 
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a specialized exercising regime and four Senior 
Companions were trained and subsidized to 
assist the participants during the fitness activi- 
ties. Materials from the New York State Senior 
Companion Manual were used to facilitate the 
training for these Senior Companions. This six- 
month pn)jea is nearing completion, and the 
Dunn County Human Services has increased 
funding to SSNAP to continue these physical 
fitness activities. Three Senior Companions 
have agreed to continue their assistance on a 
volunteer basis. The beginning exercise classes 
were video taped and will be repeated at die 
six-month stage to document the degree of im- 
provement 

Another popular activity has been the ceram- 
ics class. One of the participants, a 63 year old 
lady who has cerebral palsy, found the ceramics 
class to be one of the few activities that she 
could fully enjoy. However, some of the regu- 
lar center attendees found her voice and her 
palsied motions too distracting to continue their 
work. A compromise was achieved by creating 
a morning beginning class and an advanced 
aftemoon class. There are currently ten SSNAP 
participants in the morning class which has 
become fully integrated again, this time by 
choice. 

The Durm County SSNAP project has been 
expanded for 1992 to serve 30 people at a mmi- 
mirni of ten hours per person per week. The 
budgeted plan includes the development of 
SSNAP services to senior centers in Boyceville 
and Colfax, Wisconsin. There are currently 26 
people actively involved at the Menomonie 
Center including nine who come to the center 
for 20 hours per week. Because of this in- 
crease, an activities aide has been hired to work 
15 hours per week. It appears that SSNAP 
1992 will achieve, and most likely exceed, the 
program goals. 

Transportation has been available to program 
participants who live within the Menomonie city 
limits by the ESsabled and Elderly Transporta- 
tion System with the Door Stop Bus. However, 
this service ends each day at 2:30 p.m. and 
senior center activities continue until 3:00 p.m. 
or later. We are in the process of overcoming 



the transportation limitations by woildng with 
the senior center to have one state van designat- 
ed specifically for the senior center and SSNAP 
use. 



Lessons Learned 

Q Projects that begin slowly have a great chance 
of success. 

SSNAP started with six participants attending 
three activities per week* This original group 
was quite diverse (as illustrated in the accom- 
panying box). The diversity of this pilot 
group, allowed much experimentation with 
group develc^ent and activity choices. It 
provided a solid platform of experiences on 
which to base the SSNAP service delivery 
plan and our woridngs with the senicH* cen- 
ter. Had we attempted to begin our project 
without sonne initiid trials ard errors, we 
most likely would not have had the successes 
we experienced. 

Q Each senior should be permitted to proceed at 
his/her own pace. 

The Dunn County DHSS needed this activity 
project to serve its retiring sentors. There- 
fore, funding was qukkly appr(^riated and 
SSNAP progre^ssed rapidly. But it remains the 
philosophy to intake and integrate each per- 
son at his^r own pace, and to provide indi- 
vidualized attention until the person is com- 
fortable. The community was also ready for 
this prc^gram, and tran^)ortation, although 
imperfect, was availaUe. We strongly be- 
lieved that each individual partk:ipant had to 
have a say in what he/she became involved in 
and to experience some of the successes at 
various steps. 



Parting Comments 

This project started on a very small budget 
because of the volunteer help and the in-kind 
corttributions. However, the budget was not 
large enough to afford a full-time coordinator. 
The coordinator position is definitely necessary 
so that we can continue to provide the current 
level of services. 
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The Menomonie Senior Center was an ap- 
propriate site to test the first integration project 
in this area. The center director was a commu- 
nity-oriented person who had developed a solid 
core of volunteers and center attendees who 
have continued to support the SSNAP program 
and its participants. She has been politically in- 
volved to assist with increased budgeting and 
positive visibility within tiie community. Also, 
the timing was right for the Department of Hu- 
man Services to begin reducing the woifc hours 
for its aging population with developmental 
disabilities. Within the last year, they have en- 
couraged twelve people to completely retire and 
have reduced the work hours for six more peo- 
ple who now attend SSNAP activities. The 
most difficult problem the SSNAP program has 
dealt with occurred approximately six months 
ago when nine residents of the same group 
home were delivered to the Menomonie Senior 
Center one day to receive services. 

The project coordinator had received a refer- 
ral on one of these people and had made an 



appointment to make a home visit. When she 
showed up for woric one day there were nine 
new faces, already interacting with other center 
attendees in the hallways. Needless to say, flie 
whole place was in an uproar and six months 
later we are still trying to rectify the consequen- 
ces. It has taken this long to recognize each 
person as an individual, and to orient everyone 
property to SSNAP's purpose. Many of the 
participants had problems making decisions. 
Because many of them retired from the shel- 
tered workshop at the same time there were 
budged problems. Moreover, the group home 
owner viewed SSNi\P as a day service program. 
However, because there were four Senior Com- 
panions available, and oflier senior center staff 
and attendees were cooperative, these new par- 
ticipants (ages 55 to 70) are now being assimi- 
lated into appropriate activities. 

The support and coordination from the orga- 
nizing agencies facilitated the successful de- 
velopment of this three year old program. 



MARC's Opportunities for Older Adults 

Kathleen Hull Wickham and Margaret J. Gould^ 

Case Abstract: This case study describes the efforts of an agency in Portland, Connecticut which 
provided a group of seniors with opportunities to participate in a number of activities available in their 
local senior centers. Solutions to staffing, transportation and crowding problems are identified. 
The project found special approach to stcff training improved participant assimilation. 



Introduction 

The Opportunities for Older Adults Program 
was developed as a result of our increased 
awareness that the participants in our woikshop 
were getting older. They are in their sixties and 
they wanted to enjoy the activities that retired 
senior citizens normally enjoy. However, our 
seniors have developmental disabilities, and re- 



quire assistance from others to complete ev- 
eryday activities. As most of the persons in our 
target group were interested in other activities 
besides woric, the Opportunities for Older 
Adults Program was instituted and designed to 
promote the inclusion of these senior citizens 
with develc^ental disabilities into generic 
community services. What follows is a descrip- 
tion of the evolution of interactions between the 



CoiTcspondencc should be addressed to Kathleen Hull Wickhtm, M.Am 00 A Coordinator or Maigixct J. Gould, MA., 
President, MARC: Community Resources, Inc., P.O. Box 126, Portland, CT 06480. 
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OOA Program members and the participants at 
our local senior center. 

Project Description 

The goal of MARC's OOA Program is to 
provide seniors with enjoyable community ac- 
dvities that other senior citizens noraially enjoy, 
such as bingo, lunching out, table games, puz- 
zles, trips, and craft sessions. However, we 
were concerned about escorting ten people who 
have developmental disabilities - of whom one 
travels in a wheelchair, and five require assis- 
tance with walking - to senior activities with 
only two staff. Fortunately, we had access to a 
van which is adsqpted with a wheelchair lift. 
However, we had to share the van with another 
agency program which also served people with 
mobility impairments. Consequently, the van 
was only available two days per week. 

A community trip to the local senior center 
to obtain its schedide of activities resulted in the 
beginning of very positive relationships between 
our ten seniors and the "regulars" at the local 
senior center. 

Lunch at the senior center was served daily 
for a nominal fee of $1.25 per person. Exercise 
(or "sittercise" as it was called), was conducted 
on Monday and Thursday mornings immediately 
before lunch. Our seniors enjoyed the move- 
ment, activity, and socialization which occurred 
during an exercise group. It thus seemed fitting 
and practical to travel to the senior center for 
sittercise and then stay for lunch. In order to 
offer our program members several community 
outings per week, and with the limited availabil- 
ity of the van, the program instructors decided 
to take all ten program participants to the senior 
center two times per week. 

In theory, it seemed like a great idea. Ev- 
eryone in the program would definitely experi- 
ence two community activities weekly. Howev- 
er, due to wheelchair adaptations, twelve people 
could not sit comfoitably in the van. A group 
of that size also seemed to be very intrusive to 
the people at the senior center, who had a set 
routine and who had never met senior citizens 
with developmental disabilities before. OOA 



staff introduced themselves to the director of the 
senior center and her assistant director, and 
together they all discussed goals and expecta- 
tions of both the OOA program and the senior 
center. One fact was very clear. MARC*s 
senior citizens had an absolute right to partici- 
pate in the senior center activities. 

The OOA program members and staff at- 
tended the Sittercise classes (using the van and 
a staff member* s car) where they met the exer- 
cise instmctor. He is a very ccmipassionate and 
easy going man, who is eager to learn with and 
about OOA program paiticipants. Soon two of 
the paiticipants began to talk about the **dancing 
music" during the day. The OOA instructors 
noticed how die participants seemed to enjoy 
the sittercise classes. One iMX)blem, however, 
was that our large group used a lot of space in 
an already crowded room. Also, some of the 
OOA participants had difficulty keeping up with 
the instmctor's pace. However, all of the staff 
"plugged right along," though, and gradually, 
MARC's senior citizens began to feel welcome. 

The people in our OOA program looked 
forward to staying for lunch on the sittercise 
class days, where they met the kitchen supervi- 
sor, and her aide. Both ladies welcomed our se- 
niors, and went out of their way to interact with 
them and to promote friendships among all the 
seniors at the center. The food was good, and 
everyone was asked for their input on the meals. 

After several months of attending these se- 
nior center functions, our seniors experienced 
some changes. Mary, who had been ill for 
some time, became incapacitated and no longer 
attended our OOA program. Bob, a diminutive 
quiet man, who was always easy to please, 
passed away suddenly one weekend. Their loss 
was felt at the OOA program site and at the 
senior center. Neveitheless, the OOA seniors 
continued to attend the sittercise classes and 
lunches twice per week. Marie, a pleasant, 
social woman, joined us, followed shortly there- 
after by Mike, a quiet man we knew from the 
agency*s work services program, and Carol, a 
very vocally articulate woman who presented 
some behavioral challenges. 
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Thus, the gmup size grew to thirteen. Be- 
cause of vehicle availability* it became difficult 
to escort the entire group to the senior center at 
onetime. Moreover, because too much room 
was being used by the OCA seniors, it was 
difficult to integral them with the other seniors. 
The OCA staff experienced some turnover and 
an half-time instructor was added to the team, 
bringing staff support to 2.5 for 1 1 program 
participants. 

Every OOA program participant had individ- 
ualized goals that were woiked on regularly. 
The new instructors reported to the program 
coordinator that the participants found it diffi- 
cult to work on participant goals when they 
entered the community in such large groups. 
The instructors also had difficulty developing 
age-appropriate senior citizen activities. Thus, 
it became necessary to come "down to basics." 
The OOA staff motto became: "What would 
my grandmother or grandfather do?" Suddenly, 
the instructor saw things differently. It was 
noted that many grandmother or grandfather- 
type activities were happening already, but there 
were too many in the group. The orily activities 
staff could name that seniors did in large groups 
were trips and bingo. Therefore, activities 
began to occur wiA smaller groups. Each pro- 
gram member began attending the senior center 
one time per week with three peers, instead of 
two times per week with 1 1 peers. 

OOA seniors suddenly seemed to fit more 
easily into the activities at the senior center, as 
a smaller group was not nearly as intrusive. 
One of the members, who was a regular at the 
senior center, introduced the OOA seniors to 
several of her friends. Every time any OOA 
seniors attended the senior center, the other 
seniors invited the OOA seniors to join them. 

In order to maintain or increase the number 
of community activities and exposure to arnl 
from community members, the grandmoth- 
er/grandfather adage was used. The OOA se- 
niors began going out to lunch at local restau- 
rants in groups of four to five, including staff. 
Of course, a monthly participant meeting had 
been conducted to determine what restaurants to 
auend. The participants frequented the library. 



local stores and shops, museums and other 
attracticxis. A favorite excursion was to "pick 
your own" fruit at an area orchard, and then to 
bake a luscious dessert Two of the seniors 
began attending die monthly meetings of the 
Mid-State Region Department of Aging, and 
now regularly receive minutes and other impor- 
tant mailings from that department A new van 
was acquired for the agency, which was 
equipped with a wheelchair lift, making it possi- 
ble for die OOA participants to use a van every 
day of the program week. Thiss made it possi- 
ble for OOA program members to experience 
two to three community activities per week in 
groups of five or less. 

With the increased exposure to the positive 
atmos{^re at the senior center, the OOA in- 
structors expressed the desire to attend some of 
the other senior center events and activities. 
Several of the OOA participants liked to play 
bingo, so four of them attended one of the 
weekly bintgo sessions. They returned to the 
program raving about how much fun they had, 
but the OOA instructor who had accompanied 
the seniors reported that the OOA persons had 
difficulty keeping up with the quick pace of the 
bingo caller. 

The senior center director approached OOA 
staff about the possiUlity of (X)A participants 
assisting another volunteer group in delivering 
Meals-on- Wheels to homebound elderly persons 
a few days per week. Conscquentiy, (Tuesdays 
and Fridays) two of the OOA program partici- 
pants obtain meals at the center and deliver the 
meals to the home-bound seniors. The staff 
from the OOA program and the senior center 
have found it rewarding to observe diose inter- 
actions. 

Other similarly rewarding interactions have 
occurred between the two groups of senior citi- 
zens. OOA seniors are invited regularly to spe- 
cial fimctions such as performances by musi- 
cians, holiday meals, and other events, which 
they eagerly attend. 

The possibilities seem endless. It appears 
that some of the OOA members are interested 
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in attending activities outside the senior center 
with friends they make from the center. 



Lessons Learned 

Q] Projects like these can be run at a reasonable 
cost 

The staff-to-participant ratio of l-to-5 was 
within practical limits. Revenue to support 
MARC'S Opportunities for Older Adults Pro- 
gram is received from the Connecticut De- 
partment of Mental Retardation, and from 
local community businesses. The annual cost 
per participant for fiscal year 1991 was 
$10,705.00 or approximately $43.00 pet day 
per person. Transportation costs are expenses 
which need to be factored into any plan. 
This OOA Program was fortunate to be able 
to share oth^ vehicles within the agency. 
However, in today's economic conditions, 
this expense could be high if not planned for 
appropriately. 

Hidden costs were few. All program partici- 
pants were invited and encouraged to par- 
ticipate in all activities of their choice. A 
person is never denied attendance in an activ- 
ity simply because of lack of finances. How- 
ev^, participants were asked to assist with 
"lunch out" costs. Also, since OOA staff 
participated in senior center lunches and res- 
taurant lunches, they were expected to eat 
with the seniors. MARC's instructors will- 
ingly paid for their meals, but a tightening 
economy may not always make that possible. 

Q] Emphasis should be on participant autonomy 
and self'sujjiciency 

In an agency's zeal to foster senior citizen 
activities, it must be remembered to empha- 
size participant independence in all tasks as 
much as possible. Caretaking is not a func- 
tion of an OOA program, but assistance 
should be offered on an individual basis as 
needed. Staff must be willing to think like 
their grand|)arents and to try activities that 
their grandparents would try. Agencies must 



promote the notion of the dignity of risk in ask- 
ing seniors what they would like to do; and then 
every attempt must be made to access those 
desired activities. A perusal of q)ecific events or 
activities should occur before asking seniors with 
developmental disabilities to attempt those tasks, 
in order to determine whether the tasks are too 
difficult or too fast for the program members, 
and thus avoid disappointing the seniors. 



Parting Comments 

What began as an experiment within MARC 
evolved into a permanent program with plans 
for continued growth. This program required 
no special guidelines, as it operated within the 
normal ftmctions of Uie agency. Its successes - 
and the successes of other OOA and Elder En- 
richment programs within Cormecticut, coupled 
with the fact that persons with develop-mental 
disabilities are living longer, have compelled the 
Department of Mental Retardation to promote 
OOA programs as a funding priority. 

The organization of MARC*s OKwrtunities 
for Older Adults Program, and the participation 
of its members in senior center activities accom- 
plished much more than was expected. Preju- 
dice toward persons with developmental disabil- 
ities, and resistance toward their participation in 
senior activities was much less than expected. 
A major lesson was learned about the accep- 
tance of community members to the members of 
the OOA program. People are people, young or 
old, and that is how our seniors are received 
and treated. 

In addition to adopting a "grandmother or 
grandfather mind set" when attempting to plan 
activities for senior citizens, itKlividual partici- 
pant surveys should be conducted to determine 
each person*s interests ar^l needs. Program 
coordinators must strongly advocate for the 
rights of senior citizens, and must be willing to 
contact state and local departments regarding 
those rights. Above all, remember to stress 
individual independence rather than caretaking. 
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Christine Sears^ 

Case Abstract: This case study describes an effort in a rural upstate New York county designed to aid the 
integration of a number of older persons with developmental disabilities into community adult day care 
and senior nutrition programs. The project used ir^uential community individuals to set integration 
examples at activity sites and other "low key" approaches in facilitating the integration at senior nutrition 
sites. The project found that integration works well in rural senior programs ^ "low key" approaches 
are used. 



Introduction 

This case study describes a demonstration 
project funded by the New Yoric State Devel- 
opmental Disabilities Planning Council (DDPQ 
which focused on integrating older persons with 
developmental disabilities into aging day caie 
and senior nutrition programs. 

Since 1988, the Madison County Office for 
the Aging has formally participated in the inte- 
gration of older persons with mental retardation 
and developmental disabilities inio generic aging 
programs. Successful integration has taken 
place in adult day care programs, senior congre- 
gate meal programs, a senior recreation swim 
program and in community day trips for seniors. 



Project Description 

The integration of older persons with mental 
retardation and developmental disabilities into 
generic aging programs (referred to as the inte- 
gration program), was a demonstration project 
conducted by the Madison County Office for the 
Aging. The Office for the Aging in Madison 
County is a private, not-for-profit agency locat- 
ed in a very rural dairy fanning area of upstate 
New Yoric. The population of Madison County 
is 69,000. 

The goal of the integration program was to 
successfully integrate eight older persons with 
mental retardation into the two types of pro- 
grams mentioned above. Successful integration 
was defined as involvement and acceptance in 
an aging program. We also felt that it was im- 
portant for the person with mental retardation to 



be accepted without being singled out by his/her 
disabili^. 

An integration project coordinator was desig- 
nated to coordinate the integration effort, con- 
duct monthly monitoring meetings, and provide 
aging/developmental disabilities awareness ac- 
tivities in the community. Two paid compan- 
ions were hired to be "special friends" for par- 
ticipants and to assist with integration effort at 
the site. 

The two senior program areas considered for 
integration were the social model adult day 
program and the congregate nutrition program. 
Both programs served the entire county. 

The social model adult day program pro- 
vided a six hour program which consisted of a 
morning snack, recreation and socialization 
activities, a nutritious noon meal, and transpor- 
tation to and from place of residence. 

The congregate meal program offered a noon 
meal for older people. Often seniors would get 
together before or after the meal to socialize, 
play cards or woik on crafts. Generally, the 
nutrition program provided about two hours of 
socialization in addition to a nutritious hot 
lunch. Both programs are staffed with paid 
personnel and volunteers from the Retired Se- 
nior Volunteer Program (RSVP). 

Initially, a monitoring team (made up of 
local representatives from Sequin Community 
Services, Madison County Association for Re- 
tarded Citizens, Madison County Eldercare Inc., 
the Senior Nutrition & Country Kitchen Pro- 
gram and the Madison County Office for the 
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Aging) made the participant selections. Guide* 
lines in the selection process for choosing ^ 
propriate older persons with developmental 
disabilities included individuals who were 60 
years of age and older, continent, self-medicat- 
ing, in no danger to themselves or others, and 
who had appropriate social behavior grooming 
and hygiene skills. 

We felt that it was important, at least initial- 
ly, for the team to select individuals would be 
easily accepted at the program sites. Once 
accepted, we found it opened the door for addi- 
tional persons to be welcomed into the pro- 
grams. It is also important to note that while 
the monitoring team initially determined who 
was appropriate for a particular senior program, 
we felt that the final decision was ultimately up 
to the older individual. 

One example of how we built choice into the 
program is evidenced by a person who chose to 
attend the social model adult day program and 
later changed his mind even though he had been 
truly accepted into the program by aU of the 
other participants. The person decided that he 
did not want to "be a senior citizen'* but instead 
wanted to go back to woric at the workshop. 
Later, he decided to try the senior nutrition 
program. He found it lo be very enjoyable and 
now attends at least twice per week. 

There was an even ratio of males-to-females 
in our senior integration demonstration project 
The average age of the men was 65 and of the 
women was 68. Most of the participants reside 
in community residences or with family care 
providers. 

Once someone is selected to participate in 
the integration program, it is important to make 
sure that the initial introduction goes well. 
Because entering into new situations can be 
difficult for anyone (wliether or not they have a 
develcqmiental disability), we hired two older 
persons to serve as companions and discretely 
assist the participants at the sites. (The partici- 
pant/companion ratio was one-to-one.) We felt 
that it was very important not to "red flag" any- 
one. 



The paid companion met with the participant 
prior to attending the social model adult pro- 
gram. They had lunch together at the site or 
took time to get to know one another in another 
location. The intent was to develop a genuine 
friendship between the paid companion and the 
participant When they were comfortable with 
one another, the participant and companion 
attended the social model adult day program. 
The companion did rwt "stick to" the partici- 
pant, but was a familiar face and offered guid- 
ance or assistaiK:e only when needed. 

The social model adult day program only 
operated four days per week. With the success 
of the integration effort, a one day per week 
transition program was developed. The purpose 
was to familiarize the seniors with mental retar- 
dation with the social model adult day program. 
Tne transition program served a smaller group 
(eight individuals with mental retardation) and 
had a higher staff/senior ratio. Becoming famil- 
iar with the day care staff, site and routine of 
the social day program activities created a 
smooth transition ftom the sheltered workshop 
or community residence into the day care pro- 
gram. 

Early on we decided not to announce that 
individuals with mental retardation were going 
to attend the congregate meal program or the 
social model adult day program. We felt that 
the myths and stereotypes risked the success of 
the integration program. We also found that 
mental retardation is often linked together with 
mental illness in the minds of many people. 

In the process of integrating people, staff at 
one site had concerns that people with mental 
retardation would be atterxling their program. 
We did not force the issue feeling. If people 
who wanted to attend were rx)t genuinely wel- 
come then they would not be accepted. 
Although we chose not to include that particular 
site in the program at that time, we did not give 
up hope. 

We tried to use in-service awareness training 
but this effort did not seem to change the atti- 
tudes or the willingness of the site to accept 
seniors wiih mental retardation. However, one 
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day, an influential person in tiie community 
served as a volimteer companion to a deli^tful 
63 year old woman with mental retardation. 
Together they "dropped in" at the site. 
AltlK>ugJi there was some reastance, the com- 
panion handled it perfectly. She said "we all 
have disabilities at our age... I have arthritis in 
may back and some have disabilities in other 
places. It just happens that Mary's disability is 
mental retardation.'' With that they were able 
to attend the program. 

Site monitoring visits and reports have been 
very positive regarding Mary's integration into 
this particular site. Mary offers to help serve 
lunch to the frail 'typical' participants. She 
loves to draw and if you attend this site you 
wiU see Mary's drawings proudly displayed on 
the wall. When it is time for her to leave, she 
waves goodbye to the other participants of the 
program and hands are seen waving back with 
cheerful responses like "see you next week, 
Mary!" 



'^The nutrition program held its 
annual picnic at one of our local 
parks [with over 400 seniors 
attending]. There were activities, 
music and, of course, lots to eat. 
As the musician played, one gen^ 
tleman started asking various 
women to dance. Before long 
there was a long line of women 
waiting to have their turn. The 
gentleman was a senior who at- 
tends a sheltered workshop part- 
time and participates in the inte- 
gration program.^* 



cation between the aging and developmental 
disabilities networks in Madison County, when* 
ever a problem occurred a remedy was quickly 
found. 

In om case, a man with mental retardation 
was showing his s^redation to the congregate 
meal program staff by tiyii^ to hug and Idss 
them. The staff felt very uncomfortable wiA 
this situation. We called the case manager from 
the ARC and sought her advice, she simply 
stated that ail we had to do was calmly say, 
"John please stop, diat's inappropriate behav- 
ior." John stoi^>ed hugging people when they 
did not want to be hugged. 

Funding for project companions was limited. 
Initially, two companions were hired to assist 
with the integration process. We soon discov- 
ered that using a "buddy system" worked well. 
Once participants were comfortable in the senior 
progr^ setting, they were asked to escort a 
peer who had never attended before. The par- 
ticipant familiar with the program took pride in 
showing the new person around and was a 
friend to them in what was initially a foreign 
environment. When needed, uiq[>aid volunteers 
serve as companions to the new participants. 

Due to fiscal problems the social model 
adult day program had to close. The program is 
sorely missed and has left a void in the commu- 
nity. Many of the seniors with mental retarda* 
tion who attended Ae program were introduced 
to the nutrition program. The transition w^t 
smoothly. Others participated in the Senior 
Swim Program and Senior Day Trip Program. 
One 63 year old woman with mental retsudation 
went on a senior day trip to the New York State 
Fair in Syracuse. She had such a wonderful 
time and was accepted so beautifully, that the 
senior club which sponsored the trip invited her 
to go on their next trip which was to Vermont 



After introduction into either the nutrition or 
adult day program, the participants with mental 
retardation have been assimilated very well. As 
time went on, there was less need for the paid 
companion to provide assistance. Behavior was 
rarely a problem. With the excellent communi- 



Lessons Learned 

Q Communication, networking, and taking risks 
are all key elements in making an integration 
program work. 
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The aging and disability networics must com- 
municate and learn as much as possible about 
each other. By including other agencies in 
the project, awareness and additional doors 
and resources will be opened In Madison 
County, RSVP, YMCA and long term care 
programs have joined together for integration. 
We coD^ue to learn about each others pro- 
grams how they can help our specif 
^x^u^ations. It is truly a sharing of resourc- 
es. 

In one example, a long-term care facility 
opened its activity {HOgram to community 
integration. In other, the YMCA developed 
Super Senior L i for the more active older 
person. Approximately twenty seniors par- 
ticipated, five of whom are develqpmentally 
dis . lies. Activities such as walking, low- 
impact exercising, painting, presentations on 
tr^vd and cooking were open to the seniors 
u participation. 

Even the public service announcements iden- 
tified the Super Senior activity program as 
being sponsored by the YMCA, Madison 
County ARC and the Madison County Aging 
Office, thus demonstrating to the community 
that we all work together and older persons 
with developmental disabilities are part of our 
clientele. Other agencies are observing what 
is going on and are now offering to partici- 
pate. It is truly exciting and imique! Taking 
risks, getting others involved helps to open 
up new ideas. 

Q Integration programs can be implemented in 
"low key" manner. 

No announcements were made, no giant press 
releases or blaring trumpets. Instead, it was a 
very slow, gradual process. 

There is no doubt that the integration of older 
adults with mental retardation into generic 
aging services is v^y worthwhile. As an 
office for the aging, it is our responsibility to 
advocate for all persons age sixty and over 
regardless of their ability or disability. 

The integration program effort has created an 
awareness regarding the need for a 
preretirement program for older persons with 
mental retardation/developmental disabilities. 
It also created an awareness of the need to 



include older persons with developmental dis- 
abilities in the planning of future programs. 

Recently, the Madison County Office for the 
Aging included senior caregivers of persons with 
ment^ retardadon in its inroposal for a Recite 
Family Grant Ptogram. The Office for the Aging 
also provides Senior Discount Cards and a quar- 
t^ly newsletter to aU senior citizens. 

Parting Comments 

As the integration project progressed, accep- 
tance increased. Initially, the goal was to inte- 
grate eight individuals with mental retard- 
atiotVdevelopmental disabilities into generic 
aging services and alter three years we have 
successfully integrated twenty. Their skills, 
self-esteem, and behavior improved and 
friendships were developed with the other sen- 
iors who attended the social programs* It is 
very rewarding to witness what has taken place. 

The perfect example happened not too long 
ago. The nutrition program held its annual pic- 
nic at one of our local parks. Over 400 senior 
citizens attended the program. There were ac- 
tivities, music and, of course, lots to eat. As the 
musician played, one genfleman started asking 
various women to dance. Before long there was 
a long line of women waiting to have their turn. 
The gentleman was a senior who attends a shel- 
tered workshop part-time and participates in the 
integration program. 

We feel that the most important lesson of all 
is that integration does work and it works well. 
It is difficult to write down the rewards of the 
program. There is not a colunm in statistical or 
quarteriy reports for the emotional benefits. 
There are occasional problems (usually finan- 
cial) and creative planning methods need to be 
found. However, if you strip the program down 
to its true essence you will see that there is no 
other way to go. Senior citizens with mental 
retardation and other develo{»nental disabilities 
are full-fledged citizens. They deserve what ev- 
eryone else is entitled to, including the right to 
make their own choices and dignity in their old 
age. 
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Jane Rylander^ 

Case Abstract: This case study describes a number of approaches for developing a seniors program in 
conjunction with a local senior center in Middletown, Ohio, The project experienced a range of growing 
pains, including rejection by center members, problems with transportation, and the need to teach 
socially appropriate "survival skills." It was found that the effort produced some positive results, such as 
favorMe press, getting involved in volunteer activities, and getting a steady allocation of funds from the 
local developmental disabilities authority. 



Introduction 

The Middletown Center is located in 
Middletown, Ohio, a small community of some 
46,000 persons in southwestern Ohio. 

The Middletown Center is operated by the 
Butler County Board of Mental Retardation and 
Developmental Disabilities. It is one of three 
adult workshops established to meet a need of 
aging individuals (who ate 55 years of age and 
older) who because of age, medical conditions, 
decreased stamina, and interest can not or do 
not want to work. The seniors program at the 
Middletown Center is modeled after another 
program which began in the 1970s as an "alter- 
native to work" program. 

At the time, the Middletown Center had an 
enrollment of 120 participants: eight were 55 
years of age or older. However, the agency did 
not have services leady until the participants 
were medically unable to participate. At that 
time, several counties in Ohio had begun to 
recognize that many eldeily individuals with 
developmental disabilities wished to paiticipate 
in the same type of leisure and recreational 
activities as their "normal" counterparts. Thus, 
the agency set out to develop more appropriate 
programs for its service recipients with develop- 
mental disabilities. 



Project Description 

Prior to creating this program, the Middle- 
town Center had an enrollment of 120 service 
recipients. Eight of these individuals were 55 



years of age or older. In order to gain a clear 
understanding of these individuals* needs, a 
senior services evaluation was developed which 
contained basic information on their medical 
status; a summary of their strengths in the areas 
of daily living, academics, mobility, social 
interactions, commimication, and vocation; and 
an interest invetitory. The results were present- 
ed at the annual program planing meeting. 

From o\xx assessment we found that the 
agency needed to set up a program that would 
facilitate retirement and a broader use of gener- 
ic aging netwoifc activities and resources, in- 
cluding our community senior center. Thus, we 
began a process to set up such a program. We 
started with a basic outline of what the program 
would attempt to address. Each of our older 
adults was asked if he/she would be interested 
in participating in the program. Based on the 
information obtained, the interdisciplinary team 
made the decision of how to tailor a program to 
address the needs of our aging service recipients 
with developmental disabilities. 

There were some stumbling blocks which 
occurred over the course of the program. 
Transportation for instance, was a big issue. 
ITie Board's programs had access to yellow 
school buses which could be used for field trips 
in the community. However, the Board re- 
quired two weeks advanced notice. Similarly, 
die city of Middletown had a public transit sys- 
tem which was appropriate for travel within the 
city limits; however, its buses were not wheel- 
chair accessible. 



Concspondcncc should be addressed to Jane Rylander, Instructor and Project Coordinator, Middletown Center Adult 
Services, Butler County Board of Mental Retardation and Developmental Disabilities, 1520 14th Avenue, Middletown, OH 
45044, 
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The lack of adequate staff was another prob- 
lem. For instance, in order to take small groups 
into the community, not only was staff coverage 
for the group needed, but also staff coverage for 
those individuals who did not go on the trip. 
We tried to use volunteers, however, this too 
was unsuccessful. 

Periiaps the most fmstrating obstacle to the 
success of this program was the unwillingness 
of ttie elderly "normal" population to accept the 
participants with developmental disabilities as 
their peers. Not only were some of die service 
recipients resentfid and uncomfortable with 
having individuals with develo{»nental disabili- 
ties at the agency, there were also diose individ- 
uals who looked upon these seniors as children 
whom they needed to "take care of or poor 
souls to whom they should give things. 

Throughout this integrative process, my goal 
was to teach the seniors with developmental 
disabilities acceptable social behavior and how 
to become more independent while using com- 
munity amenities. 

To resolve these situations, I gave two pre- 
sentations at the senior citizens center. My goal 
was to help the members to interact more com- 
fortably aiKl more effectively with seniors with 
devel(^ental disabilities. The presentations 
were given to the membership of the center 
during a weekly social program time. The first 
presentation was aimed at giving tlie ntember- 
ship a "bird*s eye" or overview of mental retar- 
dation and developmental disabilities. This pro- 
gram was accompanied with a videotape of the 
various types of activities which these elderiy 
individuals with developmental disabilities 
enjoyed. The second presentation concentrated 
on how to communicate effectively with indi- 
viduals with speech handicaps. 

To resolve the transportation issue, I applied 
for a transportation grant, which is still pending 
final approval. The problem of adequate staff- 
ing, aiKl volunteers, however, have yet to be 
resolved. Although we have had several volun- 
teers, we have not been able to secure them for 
regulariy scheduled activities. However, I re- 
centiy established a volunteer program among 



the elderly seniors with mental retardatioa 
Two of these seniors are volunteering at a nurs- 
ing and retirement center, one folds tcwils in 
the lauiKiry and the other holds aiKi feeds luabies 
in the Day Care Center which is run by the 
retirement center for children of the agency*s 
employees. 

This venture has generated a lot of positive 
effects. The program was featured in tiie local 
new^per which ran a full-page, feature article 
on the seniors program. This article gave the 
program more e^qposure and hopefiilly increased 
the public*s awareness of the needs of the popu- 
lation of elderiy individuals widi mental retaida- 
tiotL 

The retir^ent center welcomed the skills 
and presence of the seniors in the community. 
These positive effects, I feel, have increased the 
seniors confidence and self-esteem as well as 
given them the oppoitunity to help others. The 
seniors in the program regulariy participate in 
cooking activities, car washes and bazaars in 
order to raise money for outings. 

The cost for this project has averaged $500 - 
$1000 dollars per year for supplies. The money 
for the program is rendered out of the Butier 
Comity Board of Mental Retardation Adult 
Services* budget The Board's mission for the 
future is to achieve community inclusion for all 
of the individuals it serves. With this px)ject, 
we believe that the Board is headed toward this 
goal. 



Lessons Learned 

The project has been successful, however, it has 
taken six years to get where we are now, and there 
is still much more that needs to be done. The les- 
sons learned along the way are as folk>ws: 

SmaU groups of one or two individuals wiA 
disabilities in community activities are prefer^ 
red. 

Many program administrators fear that if they are 
^^flooded** with too many new participants at one 
time, the "regular** participants will stop coming. 
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Q PubBc awareness is essential 

Most people are not against the integration of 
seniors with developmental disabilities, how- 
ever, they do not have the information they 
need to accq>t these seniors into generic 
senior programs. 

Q Securing adequate staffing via paid staff or 
volunteers is necessary for the success of any 
ventw^. 

Generic senior service administrators are much 
more willing to allow integration to take place if 
adequate staffing is provided. 

Q Creativity in the presentation of a project is 
essential for the project's success. 

By verbalizing how seniors with mental letarda- 
tion/develqnnental disabilities are as engaging as 
others seniors, senior center participants have 
little difficulty allowing them to participate. 

Q Involving the mainstream of society or 
"normal" aged counterparts in a project 
results in an easier integnttion and inclusive 
transition. 

By involving as many community residents and 
agencies as possible, the seniors widt mental 
retardation have many more options for program- 
ming available to them as well as greater chanc- 
es for developing more friendships. 



Parting Comments 

In summary. I have seen marvelous results 
from the establishment of this program for the 
elderiy population with mental rctardation/de- 
velopmental disabilities. I have seen significant 
personality changes both in these individuals as 
well as the ''normal" pq)ulation. Although we 



still have a long journey al^ad, there is an 
abundance of hope for continued success in 
community inclusion for the eldeiiy population 
with mental letardation/develc^ental disabili- 
ties. 

I see the need for research and study of 
management and sui^n for Ae eldeily popu- 
lation widi mental letardation/developmental 
disabilities who also suffer from dementia or 
Alzheimer's disease. The problem of these 
diseases become more evident as tiiis population 
ages. Recentiy, I made a proposal to the local 
senior citizens center to lease space in order to 
estaUish the center as a home*base for our 
program (as a more ^appropriate alternative to 
flie workshop setting). If accepted, tiie seniors 
woidd be able to socialize regularly in an inte- 
grated setting with their "normal" aged counter- 
parts. 

My "woids of wisdom" to others are to 
persevere, cooperate, be creative aiKi have a 
positive smile (even in the face of opposition). 
Providers working with this population need to 
be able to woik effectively within their com- 
munity to meet die needs of tiie poptilation of 
individuals with disabilities. We are charged 
with the responsibility of assisting others to 
learn more about the similarities of it)dividuals 
with disabilities: handicaps should be deem- 
Irtiasized. The key to success in integration is 
to seek community settings which pro-vide age 
appropriate activities and allow for the 
"blending" of individuals with disabilities within 
the mainstream. In order to achieve this goal, 
seeking senior voltmteer companions to take the 
seniors with disabilities out to various conmniu- 
nity functions would likely result in a successful 
integrative "blending". The changes you will 
sec may lake time but tiiey will be woitii the 
wait. 
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Adult day services - commonly referred to as social model day 
care - provide a range of supportive services to needy elderly or 
chronically impaired persons. Generally, the focus is on aiding the 
family which provides care 24 hours a day. In a sense, these 
programs provide respite for family members who may work, have 
other responsibilities, or seek time off from caregiving for vacations, 
medical appointments, and other personal business. However, such 
programs have recently become more focal points for supportive 
services which are also directed toward the individual placed within 
them. In many states, such programs are similar to day activity or 
habilitation programs that are provided to younger age people with 
developmental disabilities who do not qualify for a work-oriented 
program or whose complexity or severity of disability requires that 
they spend a period in habilitative care prior to moving on to another 
type of program. 

Such programs often offer a range of activities that for seniors 
with a developmental disability are equated with varied retirement 
activities, particularly for those seniors who need a more structured 
site the offerings of a senior center or who may have retired from 
workshop activities. Many of the examples of senior programs we 
received fell into this service category. 

The types of activities offered and the manner in which the 
programs were operated varied broadly as one can see from reading 
the following case studies. Much of this variation can be attributed to 
local program practices or state policies. We found a variety of 
approaches ranging from those that were set up to be the senior adult 
day care resource for their community (and thus open to all seniors 
irrespective of type of impairment), to those that were set up 
specifically as community retirement activity programs for seniors 
with developmental disabilities. 

The lessons learned? One major finding was that programs 
such as these can be run at a relatively low cost. Another was that 
the approaches taken within the programs can be varied and flexible, 
1^,^ ^ W depending upon the types of seniors being served. Such programs, 

^hen operated by a disability agency, can also become a resource for 
the greater community, particularly among elderly individuals living at 

C^-H home who have age-associated impairments. Many have broken from 
. the model of traditional social model day care and have become 
innovative senior activity center environments, albeit with a more 
explicit purpose - providing a warm, confortable, but stimulating day 
setting for people with like needs. 
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Adult Dynamics Day Program 



Bruce D. Hughes and Julie Hammond^ 

Case Abstract: This case study describes a project undertaken in Corning^ New York in which 
a social model day care program was expanded to include a number of older adults with 
developmental disabilities. The program developed a process for working with local agencies 
to facilitate referrals and interprogram cooperation. The program operator found that a group 
interaction approach to activity programming worked to their advantage in meeting the 
program's goals. 



Introduction 

In 1987, Steuben County's Institute for Hu- 
man Services conducted a needs assessment 
regarding service gaps within the county. The 
lack of social model adult day care programs for 
the frail elderly was identified as a major con- 
cern. Pathways, a provider within the county, 
sutoiitted a Needs Response Grant apfdication 
to the Southeastern Steuben County United Way 
and was awarded a grant that provided funds for 
starting up an adult day care program. Thus, in 
mid-1988 Pathways began operating Steuben 
County's only social adult day care program. 

Initially, the program - titled Adult Dyna- 
mics - served only frail eldeiiy individuals from 
Steuben County. However, during the fall of 
1988, Pathways was awarded additional funding 
through a demonstration grant administered by 
the state's developmental disabilities agency. 
These funds were also to be used to enhance the 
operation of the Adult Dynamics program and 
to permit Pathways to expand ihe scope of its 
adult day care program to serve elderly persons 
with developmental disabilities living in various 
commimity programs. 

In 1987, New York State's Long-Temi Care 
Policy Coordinating Council (a gubernatorial 
workgroup) offered its recommendations in a 
report titled The State's Long-Term Care Ser- 
vice Continuum. One recommendation was that 
agencies currently providing adult day services 
to persons with one type of impairment or dis- 
ability (for example, eldeily, mentally ill, devel- 
opmentally disabled) should consider expanding 
their client base by also serving individuals of 
comparable needs, but with other types of dis- 



abilities. It was reasoned that existing day ser- 
vice providers already have the administrative 
structure in place, have demonstrated the ability 
to operate programs vdthin a regulatory environ- 
ment, and thus could accommodate persons witfi 
similar functional needs (albeit differing diagno- 
ses). Also, the Council concluded that there are 
inherent advantages to integrating individuals 
from groups with various disabilities from the 
standpoint of personal growtti and efficiency of 
operation. 

This case study describes the operation of 
this senior day services program and how Path- 
ways, Inc., through the Adult Dynamics pro- 
gram, woriced to implement the recoounendation 
of the Council's repon. The project served 
Steuben County on New York State's Southem 
Tier The Adidt Dynamics program is situated 
in Coming, a small community of 13,(XX) per- 
sons and tiie major town within the county. 



Project Description 

The downtown Coming, New York program 
site serves up to 18 persons on a five day per 
week basis in attractive facilities rented from the 
Salvati(m Army. The program has access to 
two activity spaces, the kitchen and dining area, 
lavatories, and a small staff office. At any 
given time, 6 or more of the program partici- 
pants may be a senior with mental retardation. 

Beginning in 1989, older adults with devel- 
opmental disabilities were integrated with other 
older individuals who had age-associated im- 
pairments in a structured program. The main 
Amction of this program was to facilitate social- 



Corrcspondcncc shcwld be •ddicssed to: Bruce D. Hughes, Ph.D., Executive Director, or Jvlie Hammond, Ptognun 
Director, Pathways, Inc, R.D.#2. Box 170, Coming, NY 14S30. 



132 



Integration Experiences 
Casebook of Program Ideas in Aging and Devdopmental Disabilities 



ly appropriate inteiperscmal skills in a relaxed, 
yet stimulating environment. Among the servic- 
es offered were social group activities (we used 
interactive group games as a principal activity), 
personal counseling, nutritious meals, conmiuni- 
ty outings and health checks (such as blood 
pressure monitoring and glaucoma testing). Our 
goal was the increased fiequency and richer 
content of social interaction and participatioa 

The key people involved in the initial start 
up and ongoing implementation of Ae integrated 
social adult day care program included represen- 
tatives from the County's Office for the Aging 
and Department of Social Services; United Way, 
Steubra County Institute for Human Senrices, 
the regional State Etevelopmental EHsabilities 
Service Office, and Pathways. Other vital play- 
ers in the process were the program participants 
and their families. 

■ Step 1 - getting out information about the 
program to community agencies to obtain 
referrals. 

Thus, tiie first lAase involved expanding the 
client base of the Adult Dynamics program. We 
undertook a process of informing area agencies 
of the availability of the program and requested 
referrals of older persons with developmental 
disability that would be interested and appropri- 
ate for our program. This initial step led to 
some noteworthy challenges that we found had 
to be overcome in order to get started (we al- 
ready had a clientele of frail elderly persons as 
well as some persons with other types of chron- 
ic impairments). 

One of these challenges occurred in the 
Intake and Referral Process when the Adult 
Dynamics program director was trying to identi- 
fy itKlividuals who would benefit by being 
integrated into a seniors program for individuals 
who did not have mental retardation or a devel- 
opmental disability. In order to accomplish this 
task, she observed elderiy individuals who were 
participating in the Pathways Day Treatment 
Program. A meeting was held with the Path- 
ways Day Treatment Program staff to discuss 
the program fonnat and to reach an agreement 
regarding the admission of five individuals who 



had been referred to Adult Dynamics. The 
Pathways Day Treatment Program staff then 
notified the family caregivers and the residential 
staff (at the homes where these five were living) 
of their recommendations to begin the referral 
process. 

The first roadblock occurred during this 
phase of development when the residential staff 
expressed concern regarding what they consid- 
ered the lack of active programming within the 
Adult Dynamics program. The residential staff 
involved were very committed to facilitating the 
growth and development of skills which would 
lead to greater independence for the individuals 
who were being considered for the program - 
that is, "active programming." The residential 
staff were concerned that the program would, in 
reality, resemble the stereotype of a nursing 
home dayroom where individuals usually slept 
and were cared for by staff rather than encour- 
aged to engage in activities and function inde- 
pendenfly. 

To resolve this obstacle, a meeting was 
arranged with the residentisd and other treatment 
team members to clarify the fonnat and nature 
of a social adult day care program. This meet- 
ing went smoothly and the staff left with a 
positive attitude regarding these individuals' 
participation in an active recreation/leisure pro- 
gram. Also, the $rtaff were invited to visit Adult 
Dynamics ~ a few at a time - to observe the 
format and participant interactioa We found it 
necessary to g) through this process with two 
other treatment teams who expressed similar 
concerns regarding active programming. 

After several individuals began to attend the 
program, the residential staff were able to ob- 
serve the positive effects of goal-free program- 
ming. Since then, we have enjoyed a very 
positive woridng relationship with the family 
care and residential staff members. In turn, they 
have observed many of the benefits that social 
adult day care has had in the individuals' home 
environment. 

■ Step 2 - adapting our program to the 
needs of the individuals referred and 
aiding tiiem adjust to the program. 
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A second challenge occuned during the 
transitioning of individuals with mental retar- 
dation and developmental disabilities into the 
Adult Dynamics program. This process began 
when the program director observed and inter- 
acted with each person in his/her own day pro- 
gram. Data were gathered to clarify each 
individual's level of game skills, interests, hob- 
bies, social skills, medical needs, physical 
and/or medical limitations and their daily living 
skills. The individual was then invited to come 
as a guest to visit Adult Dynamics during a 
social time, such as during a coffee break or 
lunch. 

The nature of the program was explained to 
the senior and a day and time for a meeting was 
set During the time between this initial contact 
and the actual visit, the current day staff mem- 
bers were available to answer any questions the 
senior might have. The staff were also available 
to express support for this first visit. In some 
cases (as per the treatment team's request), a 
full visit with the senior to ensure his/her will- 
ingness to attend the outing and to assure the 
senior of the team member's support was 
arranged. 

Prior to the initial visit, the participants of 
the Adult Dynamics program were notified that 
a visitor was coming, and told of the purpose of 
the visit The staff then asked the participants 
to help make the visitor feel welcome, to ex- 
plain the program to him/her, and to sit with 
him/her during lunch. A day program staff 
member would usually accompany the visitor to 
help alleviate any anxiety or nervousness the 
visitor might be feeling. Prior to the visitor's 
departure, the Adult Dynamics staff would ask 
the visitor if he/she had enjoyed the visit and if 
he/she would like to retum for a half-day visit. 

The Adult Dynamics program director 
would then contact the day program and resi- 
dential staff to discuss the individual's visit and 
how the individual felt about the program. If 
he/she felt positively about the program, a sec- 
ond visit would be scheduled. The day program 
staff would transport the individual to Adult 
Dynamics and depart shortly thereafter (provid- 
ing the visitor was comfortable with this plan). 



The activities and grouping scheduled for this 
day would coincide mth the visitor's interests 
and ability level. 

As on the first visit, other participants would 
take control of facilitating the visitor's sense of 
acceptance with entering the flow of tiie pro- 
gram activities. Tliis flexibility within a social 
adult day care program afforded easy scheduling 
and allowed the visitor to take part in activities 
he/she chose and which fell within his/her inter- 
ests and ability level. As we used group games 
as a means of facilitating interaction and skills, 
we would try to match the game to the 
individual's skill level. For example, an indi- 
vidual who has limited reading ability but has 
"number" skills might not feel comfortable par- 
ticipating in "Wheel of Fortune" or "Sorry" but 
may feel comfortable participating in "Yahtzee," 
"Backgammon" or "Clanasta." 

Following this second visit, the individual 
would be asked how he/she enjoyed the pro- 
gram and if he/she wished to retunt The resi- 
dential and day program staff would in turn 
discuss the visit If the lesponse was positive* 
then a treatment team meeting would be sched- 
uled. During the treatment team meeting, the 
individual would be asked if ho/she would like 
to attend the Adult Dynamics program on a 
patt-time basis. If the respcmse was positive, 
then the team would make a decision legazding 
the frequency of attendance (taking into consid- 
eration the individual's ability to adjust to 
change). If the response was uncertain, then 
additional visits were arranged in accordance 
with the individual's wishes. 

Some individuals began on a three half-day 
per week schedule while others began on a one 
full-day per week schedule. As each indivi- 
dual's adjustment seemed secure, a subsequent 
treatment team meeting would be held to dis- 
cuss increasing the frequency of attendance at 
Adult Dynamics and to determine if the paitici- 
pant wished to attend more often. 

Our process of transitioning two groups (one 
with mental retardation and die other with other 
types of disabilities) was based on matching lev- 
els of ability and interests rather than on back- 
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grounds, A number of people with mental 
retaidation were able to relate comfortably and 
appropriately with those who did not have men- 
tal retardation with very little assistance or train- 
ing. All of the participants interacted together 
during a number of large group activities, re- 
gardless of their ability. Those individuals who 
lacked game skills were scheduled for one activ- 
ity each day with staff to assist them in acquir- 
ing additional skills. In addition, those individ- 
uals who demonstrated needs with respect to 
social interaction, acceptance and understanding 
of others were invited to participate in a weekly 
session which used discussion and role playing 
to facilitate better social interaction* 

For those individuals with mental retarda- 
tion, the greatest need was in improving their 
interaction skills. Most of these individuals 
were very social in nature; they demonstrated a 
desire to help others through useful activities 
and they were accepting in their attitudes toward 
others with handicaps. The areas which needed 
to be enhanced were their social interaction 
skills and their knowledge with respect to topics 
of interest; for example, learning how to begin 
and continue a conversation, learning how to 
ask informational questions thus learning more 
about the other person, learning to identify 
feelings and opinions, developing an active self- 
initiating mind-set as opposed to a passive, 
"receiver-only" mind-set, and learning which 
topics of conversation should be avoided. 

The use of discussion groups and role play- 
ing, as carried out within a social environment, 
strengthened these skiUs in very dramatic and 
positive ways. This is not to say that every 
participant is now "the perfect socialite." How- 
ever, we have watched people develop a greater 
self-identity and we have seen people who were 
withdrawn and unsure of themselves develop 
confidence and humor and form positive friend- 
ships. 

■ Step 3 - enabling the participants to 
chose from the options for daily 
activities open to them. 

A third challenge was improving the game 
skills that would enable the individual with 



mental retardation to improve hisyher mental 
ability and socialization skills and have a greater 
range of choices for independent activities. 

If one of the seniors was having difficulty 
learning a particular game, the staff developeid 
new, simplified games to train the individual in 
acquiring the specific skiUs that were needed to 
play the original game successfully. For exam- 
ple, an individual learning "rummy" may learn 
two games before combining them to play 
"rummy:" a card game where only three or 
more of a given matching card can be played, 
(e.g., 3 Aces, 3 Fives, 3 Jacks); a card game 
where only 3 or more consecutive cards within 
the same suit can be played for points (e.g., 3, 
4, 5 of Hearts; or a Queen, King, Ace of Dia- 
monds). 

Individuals who have difficulty with a game 
like "Yahtzee," for instance, may first learn 
several other games that staff invented to devel- 
op the skills needed to play "Yahtzee" (e.g., 1, 
2, 3 dice involves each person taking a mm and 
having 3 roUs of the dice to roll as many Ones 
as possible. The next turn each person rolls as 
many Twos as possible). This pattern shows the 
coricept of how points are scored and helps 
people learn to recognize the patterns of dots on 
the dice. For instance, each person roUs the 
dice 3 times to get a small-straight During the 
next turn, each person roUs to get a large 
straight. 

The same concept has been applied to "Bin- 
go" where special cards have been developed 
that use letters, and other cards that use num- 
bers, to help people learn how to play "Bingo." 
For example, a person who knows only numbers 
1 through 10 can learn to identify "45" by lis- 
tening and hearing "foity-five" and then finding 
the numbers 4 and 5 on the card. We have also 
used cards and the concept of placing a chip on 
a square to enhance the participants' ability to 
listen attentively. Likewise, the card game Uno 
can be divided into two games where people 
match only numbers or colors. Hence, we have 
cards with pictures, symbols and sh2^)es. 

Other than simplifying james to train the 
person in the skills needed to participate inde- 
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pendently in the original game, we have also 
developed some games which can be enjoyed by 
all. For example, one of the most popular 
games at Adult I>ynamics is "B-C Dice." This 
game is similar to "Yahtzee," however, instead 
of being limited to rolling only one laige- 
straight or full-house per game, each combina- 
tion is given a numerical value and may be 
rolled as many times as desired. The player 
then decides what combination he/she will "go 
for" after the first roll which makes score keep- 
ing much easier and offers the player more 
opportunity for decision making. 

We have also developed our own game 
boards which provide an additional variety of 
activities to train pardcipants with matching 
numbers, identifying dice dot patterns and mov- 
ing game pieces in sequence. The participants 
enjoy each game - whether the original, simpli- 
fied, or modified — aixi view the game as a fun 
activity rather than as a vehicle for learning 
(which it really is). Integration occurs on all 
levels and is usually "activity specific." For 
example, one participant, who has poor reading 
skills, may not join in a game with another 
participant, who has excellent reading skills, 
while playing "Monopoly" or "Wheel of For- 
tune." However, they both may enjoy one 
another's company playing "Uno," "Backgam- 
mon" or "Rummy." 



Lessons Learned 

□ Program such as these can be run for a rela-^ 
tively low cost 

The costs of the project arc low when com- 
pared to medical model programs. The per 
diem cost has been api^ximately $25 to 
$30, compared to the Medicaid day treat- 
ment program p^ diem costs of approxi- 
mately $70. A combination of community 
funding, through the United Way, private 
payments from community participants, and 
state grant funds, has been necessary as there 
has not been enough income generaied from 
the relatively small number of program 
participants (8-10) during the first two years. 
Having lS-18 participants during the third 
year has led to more funding. 



The hidden costs for program operation have 
been in the areas of transportation, liability 
insurance and administration and overhead. 
The liability insurance was simply much 
higher than anticipated, and diere was no 
money available to reimburse the agency fcH- 
the administration, supervision and busi- 
ness^rsonnel c^ce expenses. 

□ ReUrement program can be run wiik a great 
deal of flexibility 

We have found that the format of the 
social adult day care i»x)gram lends itself to 
a s^eat deal of flexibility and creativity. 
This flexibility makes it possible for a great 
diversity of needs and interests to be ad- 
dressed within one program site. It also 
allows for individusds from a variety of 
backgrounds to join together on common 
ground and benefit firom one anoth^'s 
friendship. 

□ TransportaAon can be a problem 

A barrier has been transporting program 
participants. Due to the inadequate funding 
to pay for a k)cal tnmsportation agency to 
transport all of the pertic^ants, some partici- 
pants have been transported by family mem- 
bers, some by vehicles owned and q)erated 
by state*operated residences, and some by 
Pathways' staff. While these mefliods of 
transp(Ktation have been meeting the need at 
this time, they are not satisfactory solutions 
in the long-term because of a need for 
wheelchair accessible vehicles. 



Parting Comments 

Our experience has shown us that such a 
program can be extremely cost-effective in at 
least two veiy important areas: First, some ftail 
elderiy individuals have been able to remain in 
their family homes for much longer than if they 
had rK)t received our services; and second, - for 
those participants who had previously been 
attending day treatment programs - although 
the cost is approximately half the former per 
diem rate, each individual ^)pears to have main- 
tained or shown improvement in hi§/her overall 
functioning. 
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Pathways' experience has demonstrated diat 
the Governor's Council lecommendations of 
1987 have been af^ropriate as they relate to the 
idea that existing agencies cunently providing 
adult day programs for one group could easily 
be expanded to include a more (fiverse popula- 
tion. The state's policy to allow elderiy individ- 
uals with mental retardation or developmental 
disabilities, who reside in intermediate care 
facilities, to participate in social model rather 
than medical model programs, cannot only be 
cost-effective, but can be advantageous also to 
the overall well-being of the individual partici- 
pants. 

Recommendations for other administrators 
who wish to start up a similar program as ours 
are: 

• To hold discussions with potential referral 
agency staff regarding the specific purpose 
and goals of the program as those individu- 
als who are in the position to make referrals 
must clearly understand the function of the 
social adult day care concept. 

• Agencies that are considering starting an 
integrated social adult day care program 
should involve representatives £rom other 
agencies in the early stages of development, 
including the area agency oa aging, the local 
public welfare/social services office, devel- 
opmental disabilities agencies, hospitals, the 
state developmental disabilities agency and 
mental health service providers. 

• The process of obtaining a joint team con- 
sensus regarding the decision to increase an 
iiKlividual's attendance at the program can 
be more efficient if a specific transition 
method is in place prior to the initial treat- 
ment team meeting. With a ^cific transi- 
tional plan in place, a team meeting can be 
held to determine the individual's readiness 
to increase the time ^nt at the adult day 
care program. With such a plan in place. 



communication among the staff of the adult 
day care program, the fonner day program, 
the residential program, and the p^cipant 
can woiIl toward eveiyone's interest 

The integrati(m of persons with mental retar- 
dation and developmeiual disabilities with frail 
elderiy persons in a social model adult day care 
program has been a veiy successful experience 
for Pathways, the program participants, arKl their 
families. We feel very positive about the social 
skills develqpment and growth we have ob- 
served and we strongly support the concept of 
integration. 

We have learned that pre-plarming - which 
involves multiple potential constituents - will 
lead to a greater likelihood of success. We have 
also determined that a slow, gradual process of 
involvement or transition into the integrated 
environment minimizes stress and helps to en- 
sure positive results for the seniors. 

In recent years, the integration of individuals 
with developmentsd disabilities into existing 
community programs has appropriately become 
a popular goal for service providers* Pathways' 
experience with integrating seniors with mental 
retardation and developmental disabilities into 
social adult day care prognunming has been one 
of the most successful examples of tiiis philoso- 
phy. We have discovered that as individuals 
grow older, dieir needs become more similar. 

Agencies that are already experienced in the 
provision of services to adults and specifically 
to elderiy persons with disaUlities, have a dis- 
tinct advantage in the establishment of integrat- 
ed social adult day care programs. These agen- 
cies are already prepared to meet the needs of 
persons with disabilities. The next major task is 
finding ways to encourage the people who have 
and do not have disabilities to interaa more. 
As we have shown, interaction has been more of 
a technical problem for staff than a problem for 
the individuals served* 



Cattaraugus Outreach Project 



John R. Searies^ 

Case Abstract: This case study describes the effort cf an agency in rural upstate New York to create an 
outreach process to locate older people with developmental disabilities for the county's social model day 
care programs. The project - originally funded under a special development grant - was able to locate 
a significant number of previously unknown seniors. The project showed that older adults with 
developmental disabilities can be readily integrated into an aging network program and that in rural 
area, such cooperative programs can be yery useful. 



Introduction 

Like the elderly population in general, the 
number of older people with developmental dis- 
abilities is growing. In New York, as in other 
states, the two systems serving seniors and other 
seniors with developmental disabilities have 
been separate and independent. The develop- 
mental disabilities system tends to emphasize the 
young and working age adults, while the aging 
networic concentrates on a wide rage of needs of 
the overall older population. 

The elderly population is served by a system 
of agencies which uses age 60 as an eligiUlity 
criterion for services. At the local level of this 
networic is the area agency of aging (AAA). A 
separate system has evolved to serve the popula- 
tion with developmental disabilities, regardless 
of age. This system differs from the aging 
network in that there is no formal definition of 
old age. Developmental disabilities agencies 
function at the local level to provide services 
and oversee the well-being of persons with 
developmental disabilities in their areas. These 
two systems could, and should, cooperate with 
one another in the provision of services to the 
older population of adults with developmental 
disabilities. 

To test this notion, this project came about in 
1987 when the New York State Develo{Mnental 
Disabilities Planning Council awarded a grant to 
test the feasibility of integrating older individu- 
als with developmental disabilities into generic 
aging network services. This case study des- 
cribes the integration experiences by our rural 
county-based AAA which was awarded a grant 
to be implemented at two social model adult day 



care centers. The project was located in Cattar- 
augus County, a large rural county with a popu- 
lation of 84,000 located in western New York 
State. 



Project Description 

The goals of this project were two-fold: 

• The Cattaraugus Outreach Project sought to 
identify, locate and disseminate infonnation 
about existing aging networic services to as 
many older adults with developmental dis- 
abilities as possible within the county. 

• A selca group of older adults with develop- 
mental disabilities were to be integrated into 
an adult day car& setting aiKl later involved in 
senior citizen clubs, congregate nutrition sites 
and other programs. The adult day care set- 
ting was selected for the initial integration 
simply because the array of services available 
through the aging network were provided, or 
could be arranged, at these locations. 

Both formal and informal service providers 
were involved in identifying these older adults. 
The resources of the developmental disabilities 
system - ^cifically the J.N. Adam DDSO, our 
regi(Hial state developmental services ofRce, and 
the Cattaraugus Rehabilitation Center - were 
tapped into eariy in the project. Throughout the 
project, day care staff were available for public 
speaking engagements, staff training and 
inscrvic^s. 

Other agencies, such as the United Cerebral 
Palsy Association, National Multiple Sclerosis 



Coirespondcncc should be addressed to John R. Sctrlcs, MS., Director. Cattaraugus County DcfMrtment of the Aging, 
1701 Lincdn Avenue. Suite 7610. Olean. New York 14750-1 lOL 
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Society and the Association for Crippled Chil- 
dren/Adults were surveyed to assist in the 
identification of older adults with develofmiental 
disabilities. To avoid any problems associated 
with the release of confidential information, each 
agency surveyed was provided with a stamped 
envelc^ which ccmtained a number of flyers 
describing available services, a stamped return 
post card and a cover letter. Agencies were 
asked to provide the project with the number of 
older adults with developmental disabilities they 
served. Envelopes were then forwarded to them, 
and diese agencies addressed and mailed the 
packets. If an individual was interested in the 
services described they contacted the project. 
This method was also used with all agencies in 
the developmental disability system. 

Considerable efforts were made to identify 
those individuals aheady receiving services from 
the County Department or the Aging. Attention 
was focused primarily upon the congregate/ 
home-delivered meal and outieach services. 
Staff of the Department were asked to compile a 
list of individuals they felt may potentially, have 
devel(^xnental disabilities. To aid them in the 
process, a special assessment and screening 
instrument was used. This instrument provided 
Department staff with criteria useful in identi- 
fying individuals who maiy have a developmen- 
tal disability. Once identified, a referral was 
made to the project. Follow-up was then done 
by project staff. Sixteen individuals were identi- 
fied as receiving services from this networic. 

Members of the clergy were also involved. 
Project staff compiled a list of churches in the 
county. Each pastor was mailed a letter explain- 
ing the project, its goals and asidng for their 
co<^ration in disseminating information. A 
supply of informational flyers accompanied this 
letter. Letters were mailed to over one hundred 
fifty churches, which resulted in two direa 
referrals to the project. This effort was viewed 
as having long-range impact in that the clergy 
were macte aware of the services available and 
would refer irxiividuals as the need arose. A 
total of 42 individuals were identified through 
these efforts. In addition, seven individuals were 
referred by the Health Department, seven by the 
Association for Retarded Citizens, six by the 



state developmental disabilities office, two by 
various mental health agencies, one was self-re- 
ferred and another was a refemd from a human 
service agency. 

Twenty-three of the people identified by the 
project had a primary diagnosis of mild to mod- 
erate mental retardation. The one remaining 
individual had a diagnosis of profound mental 
retardation. Five individuals had a primary 
diagnosis of cerebral palsy, five had epilepsy 
and another four individuals had multiple sclero- 
sis. Four individuals had a dual developmental 
disabilities^ychiatric diagnosis. Three of these 
dually diagnosed individuals had a diagnosis of 
mental retardation/schizophrenia and the fourth 
cerebral palsy/schizophrenia. 

Those individuals identified iiKluded some 
individuals who were under the age of 60. Due 
to impairment in their activities of daily living 
(ADLs) and given their case histories, they were 
deemed ai^ropriate for aging network services. 
One woman, under the age of 60 who had epi- 
lepsy, had spent all of her life in either a hospi- 
tal or nursing home, and easily ads^ted to the 
pace of adult day care activities. Interest in 
aging networic services among those identified 
varied with need. Thirty-two were interested in 
receiving congregate nutrition services and asso- 
ciated nutrition education services. This interest 
was expected as the majority of referrals to the 
project came from these program components. 
Of those individuals identified, nine were inter- 
ested in nursing services, eight in home deliv- 
ered meals, eight in a senior citizen discount 
program, seven in information and referral, four 
in senior citizen club activities, two in outreach 
services, and one in financial counseling/ money 
management 

With regard to our targeted efforts to include 
some of these older adults within the Linwood 
Center in Jamestown (the county's main social 
model adult day care site) arxl our other setting 
in Salamanca, we were able to integrate 23 of 
the adults. These centers provide five basic 
services to participants: transportation, nutrition, 
case management, personal care and structured 
activities. 
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In preparing for the integration, staff training 
was provided by both project and DDSO staff. 
This training was informational in nature and 
stressed the similarity between those adults with 
a developmental disabilities and the elderiy pop- 
ulation already served by the centers. The adults 
with developmental disabilities were senior citi- 
zens with some limitations in their ADLs. The 
approach used at these centers was complete 
integration with the existing clientele. There 
were ix) major changes in progranuning. Exist- 
ing clients were not given any iiiformation on 
either developmental disabilities or the new 
participants, as per center policy. The adults 
with a developmental disaUlities were integrated 
as they were referred. 

Case managers were assigned to each senior 
as the senior entered the center. It was the re- 
sponsibility of these case managers to develop 
an individualized case plan which challenged the 
seniors without frustrating them. The plan was 
written in conjunction with both the senior and 
the caregiver. This plan included such items as 
sign recognition (e.g., men's versus women's 
bathrooms, stop signs, etc.), help starting con- 
versations, development of alternative leisure 
time activities, and gradual involvement for 
some in senior citizen group activities and con- 
gregate nutrition sites. All of the seniors were 
encouraged to try new activities, yet participa- 
tion in activities was never forced or required. 
Instead, the onus was on staff to develop pro- 
grams around the participant's interests. 

Early in the project, we realized that some of 
the seniors integrated into adult day care would 
probably not progress beyond this level of ser- 
vice. These individuals were content to accept 
the slower paced age-appropriate progranuning 
of the centers. In these cases integration was 
considered successful if these seniors did not 
regress. Six seniors were included in this form 
of integration. The older adults with develop- 
mental disabilities were encouraged to practice 
skills which were directly transferable to other 
settings. One senior assumed responsibility for 
wrapping silverware each day. A secotKl moni- 
tored another senior who choked frequently and 
was responsible for calling staff as needed. Each 
person was given some responsibility and al- 



lowed to find his/her niche. The day care setting 
created an envircmment in which hidden talents 
blossomed. In some cases these people fimc- 
tioned at or above their peer group for the first 
time in their lives. 

In working with senior citizen groups, pro- 
ject staff spent a great deal of time stressing the 
similarity between those seniors with a develop- 
mental disabilities and fml senior citizens to 
help overcome the stigma of mental retardation 
that many senior citizens experienced, bdtially, 
seniors with a high degree of skiU capaUlities 
were chosen for integration. Careful arrange- 
ments were made so that cues provided by staff 
were kept to a minimum. 

What were some of the outcomes? Four of 
the seniors got involved, on a limited basis, in 
senior citizen club activities at a different loca- 
tion in Olean. Others were encouraged and 
eventually transitioned from the day care setting 
to other activities of their interest and choosing. 



Lessons Learned 

□ IntegmUon can be a positive experience for aU 
involved, but it is not categorically appropriate 
for all people. 

In integTadng people with develq)mental dis- 
abilities, project staff focused upon the 
individuals' functional limitations in ADLs, 
rather than diagnoses. It is more important to 
know if someone is continent of bowel and 
bladder than it is to know if someone has 
mental retardatk)n. Generally, the greater the 
degree of impainnent in ADLs, Ae more 
structured the environment needs to be for 
integration. Conversely, for seniors with 
minimal impairments, a social day care setting 
may offer a too stractured program and refer- 
ral to alternative activities may need to be 
sought We also found that social day was a 
good place to leam socializatkm skills that 
could then be used to enter the work! of senior 
clubs or activity centers. 

[J To be successful, integration requires both will- 
ingness and cooperation on the part of both tha 
aging and developmental disabUUks system. 
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We encountered some resistance from the 
local developmental disabilities providers 
which> although had not develc^ed or 
not providing retirement age programs, resent- 
ed loos ^g clientele to an outside agency. 
Thus* we were initially unable to get leferrals 
from them. However, the intervention and 
facilitation of the state's regional developmen- 
tal disabilities office, we worked out an ar- 
rangement for referrals and coop^tion. 
Indeed, we were able to make some leferrals 
to them of individuals who turned up in our 
outreach who would have been more ^pn^ri- 
ate for their services. 

What helped also was the clear articulation of 
siate policy that our two netwoiics were to 
work together and that the focus of senior 
services was going to be on the aging net- 
work. 



Parting Comments 

Social model adult day care provides unique 
opportunities for integration. It can serve the 
needs of the senior with more functional limita- 
tions while also serving as a starting point for 
the integration of adults with greater functional 
skills. Our experiences proved to us that suc- 



cessM integration of older individuals with de- 
velopmental disabilities is a real possibility. 
Our project benefitted by being in a rural area 
where, althou^ resources were limited, coopera- 
tion t)etween agencies was excellent. However, 
we also learned that when integrating seniors 
with developmental disabilities each individual 
must be ccxisidered separately, realistically 
weighing the cost/benefits of intervention for 
both the mdividual and the program. 

The time is ripe for cooperative efforts be- 
tween the aging and develo^Hnental disability 
networks- Each system can enhance the other 
while serving the needs of each individual. To 
be successful, however, integration requires both 
the willingness and cooperation on the part of 
both systems. A significant step toward this 
integration effort was taken in January 1990 
when representatives of the New York State 
Office for the Aging and the New York State 
Office of Mental Retardation and Developmental 
Oisabilities signed a Memorandiun of Under- 
standing relative to older New Yoikers with de- 
veloiHnental disabilities. This memorandum set 
the parameters in which cooperation between 
these two state agencies and their associated 
coimnunity agencies could occur. Such cooper- 
ation is essential if integration is to be success- 
fill. 



Life Management Retirement Services 

Lyimett F. Stucky-Mack and Anne Benjamin^ 

Case Abstract: This case study describes the experiences of a small, non-profit organization in Lawrence, 
Kansas, which undertook a retirement program for seniors with developmental disabilities. The agency 
provides daily recreationalfculturaUeducational activities as determined by the members, including 
integrated events with persons in the community. In addition, 1-3 program days per month are offered to 
those individuals contemplating retirement to assist them in exploring their options and act as a transition 
period. It was found that the program is welcomed, but that initial misconceptions need to be overcome, 
and compensation to the seniors for, loss of employment is advised. 
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Introduction 

In the service field, we are only begiiming to 
address the needs of persons with mental retar- 
dation who are in their "golden years". Retire- 
ment is a relatively new idea in the provision of 
services to persons with developmental disabili- 
ties. Yet according to national demographic 
trends, the proportion of an individual's life 
spent in retirement is increasing. Additionally, 
experts in the field say there are at least 2{X),000 
people over age 60 with mental retardation in 
the United States. In 1990, our agency respcmd- 
ed to ttie need that is becoming apparent across 
the country; that is, to provide a culturally nor- 
mative retirement experience for persons with 
mental retardation. 

Cottonwood, Inc. is a private, not-for-profit 
agency located in Lawrence, Kansas, a commu- 
nity of some 53,000 people. It serves as the 
Community Mental Retardation Center, or lead 
agency, for Douglas and Jefferson counties in 
Kansas. The agency offers woiic services, resi- 
dential, employment, retirement and su^wrt 
services to adults with developmental disabili- 
ties. It has experienced steady growth since its 
incoiporation 20 years ago. One hundred fifty- 
seven individuals are currently served at Cotton- 
wood, and the agency woiks in collaboration 
with other agencies and businesses locally and 
across the region. It is represented on the local 
transitional council and several boards for other 
service organizations. It worics in cooperation 
with the local school distria and provides train- 
ing to enhance work skills of several students 
each year. The agency also maintains an agree- 
ment with the local vocational rehabilitation 
office in which a service fee is received for job 
coach hours. Life Management Retirement 
Services has benefitted directly from cooperative 
efforts with the City Parks and Recreation De- 
partment as well as with the Senior Service 
agency. 

In March 1990, our agency's demographic 
report indicated that services were provided to a 
group of four seniors with mental retardation 
who were oyer the age of 65; five in the 60-64 
age range, and fourteen between the ages of 50 
and 59. We were serving several persons with 



Down syndrome over the age of 35, one of 
whom had been diagnosed with apparent early 
manifestations of Alzheimer's disease. We also 
knew of a few un- or under-served people in the 
community. Three months after die program 
began, the dwnographic report showed eight 
individuals over the age of 65, six in flie 60-64 
age range and fifteen between the ages of 50 
and 59. 

In contrast with their nondisabled counter- 
parts, many adults with mental retardation have 
not had the opportunity to spend their retirement 
focusing on life reflection and recreation. Prior 
to the new program, "retiiemcnt" may ha^ been 
experienced as a lade of services. A senior with 
mental retaidation was likely to remain in the 
work force until the services of a nur^g home 
were required. Upon Ottering a nursing home, 
the individual may have continued to woric part- 
time, or dropped out of the Cottonwood service 
system entirely. Hie individual would then 
have lost his/her only support system at this 
cmcial transition prtnt, and experienced extreme 
losses in areas of peer interacticMi, recreational 
activities, and emotior^ security. Because they 
required supervision or more intensive training 
to participate in the activities offered, many of 
these people lacked the resources to access 
generic senior services. 

Determining a direction for service develop- 
ment involved making some decisicxis. We 
needed to create a discrete service and address 
these changing needs, providing for culturally 
nonnative retirement options. 



Project Description 

Our goal was to provide seniors with devel- 
opmental disabilities the same kinds of retire- 
ment opportunities that are available to seniors 
without these disability factors. We were able 
to provide these opportunities with the help of 
the Kansas Planning Council for Developmental 
DisaWlities Services. In April 1990, a request 
for proposals to provide "age appropriate day 
activities for aging pers(xis with developmental 
disabilities" was sent out by the Kansas Plan- 
ning Council for Developmental Disabilities 
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Services. We applied and were given a support 
grant The grant monies were used to defray 
the initial start-up costs of the life management 
retirement program which began in September 
1990. 

This grant allowed Cottonwood not only to 
provide services to an immediate group, but also 
tc provide for future informed choices regarding 
retirement services through the retirement readi- 
ness component. Inter-agency cooperation was 
a priority throughout the project and the grant 
proposal was supported by many key people, 
including the executive director of the local 
generic Senior Service agency, the executive 
diiector of a residential provider serving many 
older men with mental retardation, and the 
Special Populations Coordinator for the City 
Parks and Recreation Department 

Fourteen men and one woman have been 
served through Life Management Retirement 
Services during the first nine months of opera- 
tion. Thirteen of the participants were over 55 
years of age. One of the first referrals was a 38 
year old individual who was diagnosed with 
Down syndrome and had symptoms consistent 
with Alzheimer's Disease. Another individual 
who was 51 years old, was referred because his 
team felt that he would be best served in the 
retirement program. Of those individuals diag- 
nosed with mental retardation, there have been 
three diagnosed with borderline level of impair- 
ment (one adult had diabetes with this being the 
primary limiting factor); eight with mild; two 
with moderate; one with severe; and one with 
profound impairments. Mental illness was a 
secondary diagnosis for four participants. Two- 
thirds of the referrals came from a community- 
based residential program for men. This referral 
base may have created the low female:male 
ratio among the participants. 

Our project included a retirement readiness 
component offered one-to-three program days 
per month to five women and four men during 
the first nine months. T is service was provid- 
ed to individuals who were 50 years of age and 
older, or 35 years of age and older if they had 
Down syndrome. Individuals were offered the 
opportunity to join the retirees one to three 



times each monfli; however, they were not un- 
der any obligation to attend any of the program 
periods. 

Retirement readiness participants get some 
knowledge of the retirement options available to 
them, so they can make informed decisions 
about their fiiture. In the process, they create a 
peer support structure that will be in place 
should they choose to retire, and thus make 
their transition into retirement a smooth one. 

The usual staff to senior ratio is 1:5, howev- 
er, this ratio varies cor siderably depending on 
the activities scheduled for the day and the 
number of persons attending through the retire- 
ment readiness component. Staff providing Life 
Management services include a director (25% 
time) with 12 years of combined experience in 
the fields of gercMitology and developmental 
disabilities services, a full-time social woric 
coordinator, and a full-time direct contaa staff 
persoa Volunteers and a contracted nurse 
provide additional activity facilitation. 

A lease agreement was arranged between 
Cottonwood and the City of Lawrence Parks 
and Recreation Department allowing inexpen- 
sive access to 1000 square feet in a city com- 
munity building during the period of 8:30 a.m. 
to 4:00 p.m. The program had use of a kitchen, 
gymnasium, billianls area and access to a city 
parte. During the afternoons, we shared the 
building with the "after school set," for whom 
the building served as a recreational hangout It 
was also used by clubs and was the site for the 
monthly neighbortiood association meeting. The 
building proved to be an ideal location for cook- 
ing, program activities and a starting point for 
nature hikes. 

Health is a more important factor for older 
adults than for young mi middle-aged persons. 
Thus the agency contracted with the Douglas 
County Visiting Nurses Association to provide 
two hours of nursing services each week for the 
life management program. The nurses, follow- 
ing the yeariy curriculum guide, tied nutrition, 
exercise, safety, relaxation and education into 
the theme of the month. Program participants 
seemed.to enjoy this, and looked forward to 
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each week's class. 

A city-wide volimteer clearing house pro- 
gram, contacted by Cottonwood's Community 
Relations Development Department, paired us 
with a volunteer guitarist for a morning and 
afternoon of anging and group performances 
each week. The retirees have sung in a nursing 
home, retirement high-rise and a grade school 
A university student, paid by the Kansas Uni- 
versity Community Service Program, helped 
with individual program plans, community out- 
ings and intemst assessments two-to-three times 
a week during the past two semesters. A retired 
woman from the neighborhood came in every 
week during the autumn months to lead an hour 
of crafts and group leisure. This tended to be 
educational in nature, and occasionally led to 
more in-depth study. For several weeks the 
participants worked on a miniature diorama 
before going to the University of Kansas Natu- 
ral History Museum to study the dioramas there. 
Similariy, a miniature volcano experiment led us 
to local geologic features. 

The program is self-directed in nature, and 
the people involved decide what their activities 
will be through monthly program meetings. In 
the meetings, participants indicated what activi- 
ties they have enjoyed as well as which ones 
they would rather not do again. The group de- 
cided on several activities that were priorities in 
the upcoming month. Suggestions from staff 
usually tied in with the curriculum theme for 
that month, however many suggestions came 
from the participants and were doi so directly 
connected. Self-direction is of paramount im- 
portance in our program, as it seems to be one 
of the defining factors of "retirement". 



Lessons Learned 

Q There is an apparent fear of ^'retirement,*' with 
potential retirees fearing that it will represent a 
loss of freedom, choices ami mobility. 

This fear was allayed, to some extent, through 
education. The program staff met with poten- 
tial participants in their residence, work place, 
or elsewhere and explained the self-directed 



nature of our program. Specific planned 
activities were discussed and possible future 
activities expkxed We started with a small 
group of 8 participants the first week, and al- 
lowed word-of-mouth to do the rest The 
program was fortunate to have a higjdy re- 
spected, vocal paitk:ipant who sooa recruited 
many friends. WiAin three months, we were 
serving IS individuals, surpassing our annual 
goal of 12. 

Money, which is often a barrier to retirement 
options, prohibited several individuals from 
quitting or cutting down in their work scbed* 
ule. We offered flexibility in scheduling, and 
sevoal participants were able to join the re- 
tirement group one or more half days each 
week and not lose all of their earnings. Flex- 
ibility in scheduling was particulariy success- 
ful in overcoming many q( the barriers, and 
having ttie adminis^ve support to accom- 
modate a myriad of scheduling needs was 
critical to our success. 

□ Parental resistance is often a barrier to particU 
pation. 

Some parents expressed reluctance to see their 
"child" as old enou^ to be retired; and some 
seemed to view any day service other than 
work as a stq) backward rather than "age 
appropriate." One parent onnmented, *VK I 
think John gets plenty of recreation and activ- 
ities at home." Integratkm into the communi- 
ty was also not seen as a benefit for some 
parents, who questioned the safety and seemed 
concerned that it would be "too much" for 
their son or daughter. This resistance was 
overcome in some instances through the sup- 
port from the case numager* an established 
and trusted point of contact Case manage- 
ment support was folk>wed up with education 
in the form of a letter or telqphone conversa- 
tk>n with program staff, and self*reported 
enjoyment from the son or daughter Our 
flexiUlity altowed participatkm in either the 
retirement program or the retirement readiness 
component, joining the group just three times 
each month with no commitment to attend. 
Most of the individuals for whom this had 
been a barrier are in the program and some 
have even increased their scheduled atten- 
dance. The success, however, has been limit- 
ed. One individual who seemed to enjoy the 
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program when attending is only able to join 
the group one time per month due to parental 
resistance. 

Q Resistance within communiiy programs can be 
overcome. 

We did encounter some resistance when we 
were including ourselves in conununity 
events. Senior center staff expressed initial 
concern that Aeir rpgidar clientele were un- 
comfortable with clubs or classes being in- 
truded upon by newcomers who may have 
been demanding, disruptive, or just would not 
fit in. Through numerous meetings with 
senior center staff, we have opted for a slower 
inclusion process in the m(»e exclusive 
events, and iiK:reased exposure in larger group 
activities. Essentially, the people who already 
meet the group's criteria went inunediately 
into the groiq> if they so desired Otho^ 
joined with initial 1:1 staff support, and 
learned nnxe about communi^ norms by 
being in community "hangouts** that weie not 
as exclusive, such as coffee shops and senior 
meal sites. When md^yot events occurred at 
the generic seni(»r center during program time, 
participants attended as desired. Program 
partjcipants increasingly met general commu- 
nity expectations and gained acceptance at the 
seni(^ center. 

□ Y/hcn mobiUiy bci^omes a problem for older 
retirees, seek help from other agencies involved 
in their care. 

During the colder months, we noticed that the 
strength of our oldest participants began to 
decline. In one instance, one older woman 
could no longer ptdl herself up or lift her leg 
to climb the steps into the van. Her stamina 
also decreased and she had great difficulty 
enjoying outings to museums and other local 
attractions. Tluough the intervention of the 
nursing facility in which she resided, she was 
assisted by restoiative aids that helped her to 
rebuild her strength. Soon she required con- 
siderably less help to climb the steps into the 
van and a wheelchair was available for events 
which required a lot of walking. 

Q AMough administrative barriers can occur, they 
can be overcome. 



ERLC 



Although there had been some internal resis- 
tance to reorganizing the agency^s systems 
and resources to make accmunodations for 
the new program, we did enjoy administrative 
support and the sui^rt of odier departments 
improved as the senic»s repented their success- 
es. One partkular difficulty was the admis- 
sions process; however, new systems were 
devel<^)ed in an extended Admissions Com- 
mittee meeti'iig to the apparent satis&ction of 
ail dq>anments. The kick-off C^en House 
event seemed eq)ecially effective in gaining 
the pro-ams acceptance within the agency, 
and the individuals we served continued to be 
vocal about their activities and enjoyment of 
the program. 



Parting Comments 

The Life Management program is overall 
very cost-effective, with an average cost of ap- 
proximately $26 per day. This price is slightly 
over half the average cost of our work services 
program and is comparable with other {»ograms 
in the agency. The benefits to the individuals 
certainly outweigh tiie costs, and the program is 
valued within the administration aiKl governing 
body as a worthwhile service offering. Initially, 
the program was ftrnded partisdly through a 
grant from the Kansas Planning Council on 
Developmental Disabilities Services in conjunc- 
tion with the Kansas Department of Social snd 
Rehabilitative Services. Current sources of 
funding include the Home and Community 
Based Waiver and county mill levy monies from 
both Douglas and Jefferson Counties. 

The low cost is due in part to the reduced 
cost of the program space as well as staff dili- 
gence in finding inexpensive program supplies 
and making use of generous donations. Al- 
though the space is cost effective, there is a 
hiddoi cost factor involved as we are occasion- 
ally unable to use the facility and our wall 
hangings and materials have beer, damaged by 
vandals. The knowledge that items may be 
stolen or damaged has prevented us from pur- 
chasing some materials. 

Our project expectations were to provide 
services to 8 to 13 people during the first year. 
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We actually provided services for a total of IS 
persons. A greater number of people and a 
shorter time frame not only represented enroll- 
ment success, but signified the need for more 
retirement services within our community. 

The grant also put into effect an integration 
policy requiring staff to offer patticipants two 
integrated events each week. The January to 
March program evaluation reported a goal of 
30% program time per month in integi^ded 
activities which was achieved with an actual 
time of 34%. This means that participants spent 
one*tiiird of their time with others, at least 60% 
of whom were outside of the special population 
or service field. Staff accompanied the partici- 
pants for a smooth transition into community 
events. Eight people attended an 8-week music 
then^y class for seniors sponsored by the Uni- 
versity of Kansas's Music Ther^y Department 
Fifteen Life Management participants atteruied a 
Russian Day celebration at the senior center. 
Several individuals regularly attended an exer- 
cise class and painting club later sponsored by 
the senior center as weU. 

Cottonwood, Inc. is accredited by the Com- 
mission on Accreditation of Rehabilitation Facil- 
ities (CARF). The Life Management program 
anticipates meeting the requirements for CARF 
accreditation in Personal and Social Adjustment 
Services by the end of the first year. Perhaps 
due to this push for accreditation, staff avoided 
shortcuts and used CARF guidelines to set up 
the program. This push resulted in an organized 
annual curriculum guide with daily activity 
plans developed with consumer input, and a 
monthly pre-test and post-test. A list of com- 
munity resources was developed and is helpful 
in facilitating inclusion in local daily events and 
special features. The safety committee, also 
part of the CARF guidelines, is chaired by the 
direa contaa staff and is useful in keepmg staff 
and participants aware of safety issues and 
precautions. Excellent training and documenta- 
tion is also achieved by following the guidelines 
provided. 

Our experiences have led us to make these 
suggestions. 



• It might be helpful to access rental space 
with a twenty-four hour control clause. This 
rental space would allow staff to do interior 
decorating with easy chairs, coffee tables arid 
rugs. While it is cost^lffective and ideal in 
many ways, sharing the use of the txiilding 
with so many other groups and fimctions 
does not permit redefining the atmosphere. 
We believe we could have created a superior 
place of relaxation through the minor redeco- 
ration mentioned above; however, this would 
have prohibited some of the other, concurrent 
uses of the space. 

• Set up an annuiQr program to compensate 
workers for loss of employment arid facilitate 
a retirement option. A fitont page article of 
The New York Times questioiied whether or 
not sheltered workshops should provide for 
retirement and pay pensions. Until corrunu- 
nity employment options are universally 
available, it a{q)ears likely that many individ- 
uals will be in and out of sheltered work and 
would benefit from such an armuity plan. 
The loss for persons who worked the majori- 
ty of their traure before the initiation of the 
annuity plan will need to be addressed as 
well, to make a fair benefit package. The 
agency has recently revised client worker 
ber)efit policies to make them equal to staffs 
in areas of vacation arid sick leave. A well- 
planned retirement benefit seems a logical 
extension of the overall i^osoi^y that 
prompted the above menti<med policy revi- 
sions. 

• Produce a slide show to introduce a cultural- 
ly normative retirement experience in pic- 
tures. Many of the people who receive Cot- 
tonwood services believe that retirement is 
synonymous with placement in a nursing 
home. Three of the peqde who are involved 
in Retirement Readiness seemed interested in 
their invitations to join Life Management 
until they heard the program was a retire- 
ment service. Staff used publicity to educate 
the potential Life Management participants 
about retirement options for adults with 
mental retardation. 

As a new program. Life Management attract- 
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ed front page coverage in the agency newsletter 
and special mention in the annual report by the 
president of the board. A meeting between the 
mayor and program participants was highlighted 
on the local evening news. A goal for the pro- 
gram staff is to continue using publicity as a 
way of educating the public, families and policy 
makers about the needs of the retired person 
with mental retardation and to make retirement 
another area of choice within the parameters of 
control for seniors. Education through publicity 
is an important goal because the issue of retire- 
ment for persons with mental retardation has 
received relatively scant attention by policy 
makers and service providers. 

Our closing words of wisdom include using 
an accreditation oudine whether your program is 
seeking accreditation or not, because well 
planned, quality services will prove to be bene- 
ficial for the participants. A second word of 
advice is to have retirement opti(»is include a 
shift from fixed day program participation to 
less regular, or individually tailored day pro- 
gram schedules. We recommend making your 
program schedule flexible to accommodate the 



woik and other needs of potential retirees. 
Some individuals may work less because of re- 
duced stamina or motivation while investigating 
retirement options. As one Life Management 
participant said, "I go to work but I don't get 
tired, because I have Life Management now" 

The Life Management Program attempted, on 
a daily basis, to provide seniors with the retire- 
ment e)q)erience that they want The partici- 
pants were vocal in their choice of individual 
program plan (IPP) objectives and in evaluating 
and directing the agenda through monthly meet- 
ings. The success of IMP and program goals 
support the choice framewoik of retirement 
services. In addition, the number of program 
paiticipants surpassed the annual goal ai^ indi- 
viduals continued to increase their time in the 
retirement program. This push, combined with 
a high attendance record, demonstrated the need 
for retirement services. A flexible schedule is 
an important factor in the success of the pro- 
gram. Educating the public about the need for 
retirement benefits to facilitate a culturally nor- 
mal retirement experience is a long-temi chal- 
lenge for staff members. 



PEOPLE, Inc's Adult Day Care Program 

Ellen M. Lewis and Susan Matthews^ 

Case Abstract: This case study describes a social model day program in Buffalo, New York which was 
designed to provide day services for older adults with developmental disabilities. The project drew its 
activities from the types of activities that were found in community senior centers. As in other similar 
programs, resistance was noted among other developmental disabilities providers who were unsure about 
what a retirement age program provided and were concerned about how programming requirements could 
be met by the operators. 



Introduction 

PEOPLE, Inc. is a private, not-for-profit 
organization which provides services to indi- 
viduals with developmental disabilities and 



their families. The main administrative offices 
are located in Buffalo, New Yoric (a metropoli- 
tan area of some half million population). 
Services are provided throughout a number of 
westem New York counties including Erie, 



Correspondence should be addiessed to Ellen M. Lewis, Director of Project Development or Susan Matthews, Program 
Manager, PEOPLE, Inc., 3909 Genesee Street, Cheektowaga, NY 14225. 
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Niagara, Orleans, Genesee, Cattaraugus and 
Chautauqua. Incorporated in 1970 as "Services 
for the Mentally Retarded in Erie County," die 
agency originally provided only referral servic- 
es. However, the community needs changed in 
the mid-1970s and as a result of the deinstitu- 
tionalization movement, developmental centers 
across New York State returned more people 
with disabilities to the community. The agen- 
cy responded to this situation by increasing 
service provisioa 

Today, PEOPLE, Inc. provides a broad 
range of services in the western New York 
region to over two tl}0usand people with devel- 
opmental disabilities and their families annual- 
ly including: community services, develop- 
mental treatment centers, family support servic- 
es, guardianship, in-home health services, 
multiple levels of residential services, respite 
services, senior services, social services, vaca- 
tion services and vocational programs. 



Project Description 

PEOPLE, Inc.'s Adult Day Care Program 
(ADCP) opened in April 1989. It was devel- 
oped because of the failure of existing pro- 
grams to meet the needs of people with certain 
developmental disabilities. Many of the se- 
niors with developmental disabilities were in 
day treatment settings where the rigorous and 
intensive requirements of such programs placed 
taxing demands on the eldeiiy persons' physi- 
cal and emotional reserves. 

The Adult Day Care Program consists of 
two separate components which provide semi- 
retirement options designed to meet different 
needs in two detached settings. One compo- 
nent integrates seniors into an existing social 
adult day care program in the community. 
This part offers a semi-retirement option to 
seniors with developmental disabilities whose 
functional level is similar to the other seniors 
at the center. Through integration into an 
existing community-based center, these partici- 
pants not only benefit from a quieter, slower 
paced atmosphere, but are also provided with 
the opportunity for true integration and a wide 



range of choices for activities and social inter- 
action. There are currently three individuals 
participating in tiiis integrated component 

The other component of die program is a 
self-contained senior center housed in an agen- 
cy building which serves twenty sailors. This 
program model was developed to give a semi- 
retirement option to seniors whose functional 
level is such diat existing integrated centers 
would not be beneficial for them. It also al- 
lows individuals whose medical needs may 
preclude them from attending otter programs 
to attend a day program. 

The acceptance criteria for both components 
aresimUan all participants must be SO years 
of age or older, they must exhibi; {^ysical, 
psycho-social or cognitive changes relitted to 
aging; they must be limited in alertness, atten- 
tiveness and ability to tolerate large group 
social activities. 

The agency-based program serves twenty 
individuals on site at the Buffalo Airport Cen- 
ter. Additionally, three other individuals have 
been successfidly integrated into an existing 
community-based social adult day care pro- 
gram run by Catholic Charities of Buffalo. 
Program hours are Monday through Friday 
from 9:00 a.m. to 1:00 p.m. StafBng consists 
of a program director, program manager, haWl- 
itation specialist, program specialist and a part- 
time licensed practical nurse. reOPLE, Iric. 
also assists in funding an aide position at the 
Catholic Charities site and assists with provid- 
ing services - including transportation — to our 
seniors who attend this program. 

Eight of our current participants are female 
and fifteen are male. The age range of our 
seniors is 52 to 79 yeans. Fourteen individuals 
reside in either Buffalo or Lackawanna. The 
remaining nine participants reside in other 
suburban areas of Erie county. One individual 
resides in a family care home, eighteen reside 
in certified residences (that is, eiUier communi- 
ty residences or intermediate care facilities) and 
three live with family members. 

Potential candidates for reOPLE, Inc.*s 
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Adult Day Care Program ait screened through 
the agency's central admissions department A 
referral packet must include the following: an 
application for services, psychological evalua- 
tion* social summary, physicsd examination 
report, documentation of disability and a state- 
ment of the climts' rights and responsibilities. 
Referrals have come fiom a variety of sources 
including sheltered workshops, developmental 
treatment centers and the community. 

Obstacles to providing services have includ- 
ed our inability to provide programming for 
individuals who require intensive behavioral 
intervention as well as those individuals who 
have extensive medical needs. We have been 
pleased to discover that iiKiividuals whose 
behavioral deficits have formerly been address- 
ed in a more restrictive program, no longer 
required this type of program when a more 
flexible, individualized service is offered. 

Some problms we initially encountered 
included our inability to fill the program to 
capacity. Initially, traditkmal day programs 
seemed reluctant to make referrals. This prob- 
lem was addressed by in-service to staff from 
traditional day program models on the avail- 
ability of a retirement opdon program, holding 
an open house, corxlucting tours for potential 
candidates and networking with other human 
service agencies to inform them of this new 
program. 

Another barrier was tlie reluctance of some 
residential programs to refer their seniors to 
our program. Their hesitancy was based on the 
belief that our program goals would not meet 
regulations and guidelines. This necessary 
problem was especially true for ICF-MR pro- 
grams. Also, a shortened program day and the 
ability to attend pait-time created a need to 
staff homes during times that previously need- 
ed no staff. Again, the key to accessing this 
source for program participants irKluded inter- 
agency networking and education. 

Staff of the ADCP also had to do some 
revamping of traditional program activities and 
brainstorming regarding the concept of retire- 
ment for elderiy people with developmental 



disabilities. We achieved this goal by visiting 
senior centers in our community and adapting 
the activities to the functional levels of the 
participants in our program. Program partici- 
pants are involved in a wide variety of activi- 
ties based on their level of interest. M(Hithly 
activity calendars are prepared in advarxre with 
input from each participant These activities 
include self-care, reali^ orientation, sensory 
oriented activities, exercise, group games, 
arts/crafts, cooking, music thenq[>y and relax- 
ation groups. Participation in th^ activities is 
optional with alternative activities offered. 



Lessons Learned 

□ Developing a program takes considerable ad* 
ministraUve time which should be accounted 
for in Ae budget 

The original budget for the ADCP did not 
allow for many ov^ead costs. Although 
the costs of this program are great, they are 
still more cost*effective than day treatment 
and the value of such a pmgram really can- 
not carry a price tag. 

Our current annual budget for the Adult Day 
Care Program is $107,429. Based on a 
maximum of 249 program days, the per diem 
cost per participant is $18.76. This cost also 
includes transportation for 16 individuals. 
Unfonunately, the actual costs of the pro- 
gram are much greater than what is allocat- 
ed, and th^fore a deficit is created each 
ye^r. 

□ State policies regarding day programming 
for individuals residing in cer^d state-run 
setdngs should be considered so that more 
innovative program models can be deveU 
oped. 

We have learned many lessons from carrying 
out this project which included the need for 
non-traditional programs for seniors with 
developmental disabilities; preparing seniors 
with developmental disabilities for retirement 
to ensure successful transition; on-going 
research and staff; training for additional 
integrated seuings and funds to expand exist- 
ing programs through integration as well as 
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recognizing the need for non-integrated pro- 
grams. 



Parting Comments 

If we were to undertake this project again, 
we would: 

• Establish more rigid admissions/discharge 
criteria because the titaf^^senior ratio is not 
coiKiucive to providing intensive services 
and yet referrals for individuals requiring 
intensive programming continue. 

• Request funding for at least three full-time 
employees to ensure the quality of program 



• Request adequate funding for transpoitatioa 

Our recommendation is to be innovative and 
adventuresome and not to try "reinvent the 
wheel" when it comes to service delivery. You 
may come up against some iiKlividuals who 
believe that seniors with developmental dis- 
abilities cannot benefit firom this type of pro- 
gram. However, the ADCP has proven that 
participants cen function optimally in an envi- 
ronment which offers options on a regular 
basis. 

Remember, to listen to program participants. 
Our seniors have given us insight into our own 
history and have been important in the daily 
planning of activities and endeavors. 



Rose Valley Senior Citizen's Center 

Alvah Canfield^ 

Case Abstract: This case study describes a senior center program located in rural southern New York. 
The program - modelled upon a senior activities center - provides a day program to a number of 
seniors with developmental disabilities as well as other seniors with similar functional skills. The 
program is part of the county* s aging network with members involved in a range of activities outside of 
the center as well as inside the center. The program provides a model for a senior center! social model 
adult day care program. 



Introduction 

The Rose Valley Senior Citizen*s Center is 
nestled in a small village in New York State's 
Catskill Mountains. The village of Monticello 
serves as the hub of activities for Sullivan 
County's primary provider of services to adults 
with developmental disabilities. The parent 
agency. Community Resource Center of Sullivan 
County operates a range of {xograms (e.g., day 
treatment, residential, sheltered workshops sup- 
portive work, clinic, ICF-MR), and has a con- 
tract with the area agency on aging to provide 
hot meals for the county's congregate meal sites. 



Sullivan County is a rural area in the south- 
eastern pan of New York State with a popula- 
tion of ai^mximately 65,000 people. It has no 
cities and its largest population center is Monti- 
cello which has 7,500 people. 

Althou^ there is a high percentage of senior 
citizens in the population, many tend to spend 
winters in wamier climates and for diose who 
are year long residents, they are scattered 
throughout the county. Given the absence of 
population centers arid rK> public transportation, 
there exists a rather uiKlerdeveloped network of 
aging services. 



Correspondence should be •ddiesscd to Alvah Canfield, Ph.D., Director, Roec Valley Senior Citizen's Center, 45 Plaza 
Drive, MonticcUo, NY 12701. 
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Project Description 

Rose Valley Senior Qtizen^s Center takes its 
name fmm Rose Valley Road and is located in 
the only building built in Rose Valley Industrial 
Paik. The designation "Senior Citizen's Center" 
was selected to identify the Program with gener- 
ic senior program and indeed. Rose Valley be- 
came the standard upon which other state pro- 
grams arc based. 



The staff were hired with several things in 
mind. In general, the idea of a specific role was 
diminished in favor of a more universal, multi- 
functional employee. The interview process 
focuses on interests, avocations, hobbies, skills, 
talents, things that people enjoy doing alone and 
doing with other people. Such things as sewing. 



gardening, needlework, woodcraft, community 
activities, game playing, cooking, reading, lis- 
tening to music and artwork arc looked for 
when recraiting both staff and volunteers. 
Orientation and training concentrates on he role 
of staff as supportive people who encouTcige 
indepeiKience, who look at themselves as teach- 
ers, and who urulerstand the concept of the 
dignity of risk. The view is stressed that senior 
years arc a time to grow, develop and learn 
things that werc not done in earlier years. The 
practical a^cts of multi-functional staff is that 
a wide selection of activities can be offered with 
a minimal number of people. 

Within the present budget, there are 12 paid 
staff. There is a director, an administrative 
assistant and two managers: one for program 
plarming and one for senior services. Other 
staff arc defined as aging specialist. Of the 12 
paid staff, one works 2 days per week, one 
works 3 days and one works 4 days per week. 
The others work 5 days per week. Volunteers 
from such programs as Senior Companions, 
Green Thumb, Retircd Senior Volunteer Pro- 
gram (RSVP), rcligious groups, field placement 
college students and rchabilitation programs arc 
regarded as non-paid staff and are eagerly 
sought 

A word must be said about management 
As with other staff, management it is multi- 
functional. From the director on down, all 
have a case load and all are expected to partici- 
pate in Center functions and to provide activities 
for seniors. The point is an important philo- 
sophic one. Everyone who works at the Center 
must have hands-on experience, no matter how 
limited, soi that all share a conmion experience 
and have a)personal involvement in providing 
services i^seniors. The employment history at 
the Center irxlicate extremely low tunK)ver rate 
with litUe difficulty in recruitment 

Most of the seniors at the Center are older 
adults with mental retardation or other develop- 
mental disabilities. Many of the Center's se- 
niors have retired from sheltered workshops, 
others have retired from day habilitation pro- 
grams. Several have come from skilled nursing 
facilities, several from intennediate care facili- 



Rose Valley Senior Citizens Center 

The buUding, new and the partly occupied 
by Ote Center^ is barrier free and is very much 
a multipurpose senior center. 

The 7J500 square feet are divided into a 
cloak room; a lounge area wiA rocking chairs, 
i couches, easy chairs; the great hall, a large 
area for common activities, community meet- 
ings and performances; a small service kitchen, 
though daUy meats are not prepared; a sewing 
room; a small senior lunch room for special 
events; a nursing-therapy room with a bed, 
privacy screens, an attached bathroom and 
shower area and clothes washer and dryer; a 
viewing room with video equipment, accessible 
lavatories; a craft room with work table and 
deep sinks; a recreation room with ping pong 
table, shi^ board and other various gtunes of 
chance; a conference room for suff meedng, 
counseling and special gatherings; an office 
with copy machine, computer, and other office 
equipment; and various office spaces for stc^. 

There are rugs in several areas and half of 
the building has picture windows with deep 
seated windows sills, each with potted house 
plants and greenery. There is an outside area 
with a gazebo, benches, gardens and container 
gardens. 
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ties, several others firom mental health programs 
and several from their families. At any given 
time, one can find sisters, daughters or wives 
bringing their family member to the Center. 
Some come because they have had strokes, en- 
cephalitis or have Alzheimer's disease. 

Although enrollment varies, the Center serves 
127 individuals with a daily average attendance 
70. About 55 of the 127 people are full-time 
participants, attending five days per week. 

^ As a basis for its program. Rose Valley staff 
constmcted a taxonomy of needs. We felt that 
much of what we did should be based upon 
typical developmental tasks of aging - illustrat- 
ed in the accompanying box. These definitions 
of the developmental tasks of aging were con- 
sidered as valid for most individusis who arc in 
the process of retiring. There arc other tasks but 
these wiU suffice. The Center's philosophy 
states that to one degree or another all people 
share in these tasks. Thus, the sense that all 
elders are united by this concept of develop- 
mental tasks and that Rose Valley can provide 
an environment to work on those tasks. 

Key features of the Center's philosophy 
include: 

■ The program is built on the premise that 
today must be experienced and enjoyed for 
itself, not as a preparation for tomorrow or a 
prelude to some hiture time, but for itself 
The program emphasis is "on doing," on ac- 
tivities. The Center does its best to do away 
with self-limiting reasoning and devaluating 
the present time. 

■ The seniors choose how they spend their 
time at the Center. For many people this is 
the first time they have been asked to make 
decisions about their lives. Individual goal 
planning is not done. Of course, seniors are 
not abandoned to indecision but are encour- 
aged and guided to assume responsibilities 
for themselves. 

■ Motivation is not postulated to come from 
programmed behavior modification tech- 
niques, but rather ftom the intrinsic value of 



Ik^velopmental Tasks of Aging 

• doing life reviews 

• providing services to others by volunteering 

• adapting to retirement, changes in power, 
income, pressure, expectations, responsi* 
times, life rhythms 

• changing roles and self<oncept 

• coping with social and physical changes 

• learning leisure and recreation skiUs 

• accepting tite need to rest and relax 

• understanding '*interiority'' - learning 
about self ond values inherent in later life" 
cycle stages 

• accepting death, losses and one's own 
mortality 

• involving in social rites of passage - se* 
nior ID cards. Medicare, Social Security, 
pensions, congregate meals, AARP 

• growing and developing with each change 
in the life cycle 



the activity and ftom the intrinsic value of 
participating in the experience of die day. 
This value is a deliberate q)plication of the 
ancient principle of hedonism. Simi^y stat- 
ed, seniors do things and engage in activities 
because they like them. It ttius becomes 
incumbent upon our staff to provide a daily 
schedule which offers a wide selection of 
activities with high motivational interest, 
from which individuals can exercise dioice. 

■ Rose Valley is curremly an unregulated pro- 
gram. In time, it may evolve into a social 
adult day service program and take its guide- 
lines fix)m regulations issued by the New 
York State Office for the Aging. But for 
now, it has license to develop new ways of 
relating to people and developing age- appro- 
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priate alternatives. Ultimately, the desired 
outcome is to bring seniors with handicap 
into the mainstream of senior activities in 
New York State. 

The Center's program is built around five 
major areas: leisure time, recreation, personal 
needs, social activities, and community activi- 
ties. For the most part, the interest areas are 
self-explanatory. All the elements of the pro- 
gram are tied together through the daily sched- 
ule which is a detailed {dan for an entire week 
including activities, time frames and staffing. 

• The organized part of the day begins around 9:00 
a.m. when the last bus unloads its passengers. 
All seniors meet in the great hall for the follow- 
ing announcements for the day (e.g., guests, field 
trips, medical appointments, etc.), scwtBi minutes 
of senior exercises, the sign of the day (sign lan- 
guage), special events (birthdays, historic events, 
current af&irs), humor for the day and poem for 
the day, etc. 

• Then follows a morning march through the build- 
ing and outside, if weather permits. The march 
has a purpose beyond the benefit of physical 
exercise. The route of the march takes people by 
all of the exits and on each day a different exit is 
highlighted. In this way the consciousness of se- 
niors is alerted to alternative emeigency exits. 

• On the return from the march, seniors select one 
of five smaU groups that meet to do interactive 
socializing, to learn new things or simply to talk 
about movies or TV, or what one did on vacation. 
The seniors then have their morning coffee or 
jufce. Thereafter, the rest of the day begins. The 
community meeting takes somewhat ov^ one 
hour. The daily schedule then calls for seniors to 
do individual projects, take field trips, listen to 
old radio programs or music, meet with guests, or 
play games. Some seniors may just choose to sit 
and talk. 

• Lunch begins at 11:30 a.m. and ends at 12:30 
p.m. Then, the feature film of the day begins in 
the viewing room, the second field trip goes off 
and much of the afternoon follows a similar pat- 
tern to that of the morning with projects, guests 
and the like. 

• The day ends when the buses begin to transport 



people home shortly after 2:30 p.m., with the last 
bus departing around 4:00 p.m. 

The daily program accommodates the certain- 
ties of the day: the transportation schedule, eat- 
ing schedules, medication schedules, toileting 
needs and the desire to have consistency and 
routine. However, the challenge is to vaiy the 
offerings without domg harm to the ceitainties. 
Developmg a schedule around given routines 
helps to brrak the daily block of time into work- 
able frames, planning becomes manageable and 
variety can be built into each day's schedule. 

Several segments of the Center's daily sched- 
ule involve community contact There is no 
history in Sullivan Q)unty of a systematic use 
of community resources for handiaq>ped seniors. 
Much of what is done now is done itf the spirit 
of exploration to see \^at the county has to 
offer. Rose Valley has developed the view that 
it belongs in the community, wherever possible, 
and that the community belongs in Rose Valley, 
whenever possible. It is in this sense that com- 
munity-based programming is regarded as a 
two-way street. 

Not only do Rose Valley's members visit aU 
the tourist sites, shopping centers, craft fairs, 
county fairs and cultural attractions in the area 
but they have an active association with the Of- 
fice for Aging (OFA) which involves visits to 
senior nutrition sites, to senior citizen clubs and 
other functions sponsored by the OFA. In addi- 
tion, the OFA issues to Center members, senior 
citizen cards, similariy eligible Rose VaUey 
seniors are registered as RSVP volunteers for 
the services they render. 

The Center has developed an active volunteer 
program. Rose Valley's members deliver Meals 
on Wheels for the OFA (Center staff are driv- 
ers), they do Friendly Visiting at the county 
nursing home and at the our local ho^tal's 
skilled nursing unit, they participate in commu- 
nity gardening programs, serve in the Salvation 
Army Food Program for the homeless, and our 
Senior Singers visit a variety of programs repre- 
senting Rose Valley. These are some examples 
of how seniors can become part of the commu- 
nity. 
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The second phase of community involvement 
begins with the technique of the open house. 
The Center has identified organizations and 
groups in the community with whom it wants to 
estaUish contact Individual organizations are 
then invited to an open house which is sched- 
uled on a monthly basis. The event usually 
entails a tour of the facility, a short presentation 
of the Center philosophy, a luncheon of home- 
made soup and sandwiches, and an exchange of 
names and telephone number for further contact. 
The invitation list includes: public health de- 
partment, cooperative extension, OFA, commu- 
nity college. Animal League, community hos- 
intal, business owners, other rehabilitation and 
senior programs and any gioup with whom posi- 
tive relations are desired. 

These initiatives have brought about many 
program innovations, such as pet theng^y spon- 
sored by the Animal League; health programs 
sponsored by American Heait Association and 
the Cooperative Extension; and religious instruc- 
tions and celebration by churches and syna- 
gogues. Other guest programs have included 
those provided by veterans organizations, law 
enforcement officers, postmasters, and the ambu- 
lance corps. 

For many of these special events, the oppor- 
tunity is present to invite other seniors from the 
county to attend. In this way. Rose Valley pro- 
vides a public service to the community by of- 
fering programs of interest and thereby fostering 
integration within the Center itself. 



Lessons Learned 

Beginning a new program in an area where tliere had 
not been one before presents an opportunity to build 
from the ground on up with every decision rq[>resent- 
ing a new learning experience. Within this context, 
it would be impossible to recount lessons learned 
without being highly selective. Thus, what has been 
learned from the experience will be, of necessity, 
incomplete and non-sequential. 

Q Have a ckar philosophy or intent to your pro- 
gram. 

The philosophy of the program is critical. 



Seniors, staff, the community and coUateial 
agencies all need to have a clear understand- 
ing of the goals and purposes of the senior 
program. A phiIos(^y is significant in re- 
cruiting new participants, in hiring staff, in 
devek^ing <Mrientation and training pcograms. 
In sb(Mt it undersoxes so much of what the 
jffogram stands for. ft takes time to put the 
orthodox views aside and kx^ with fresh eyes 
on what is the reality of die program for the 
elderly. If the needs of seniors are really to 
be met then at some point diese needs must be 
defined. The first goal must be to evolve a 
philosq)hy and project a vision. 

□ Not aU st^ff or members of your community 
share your attitudes or values. 

AttiUidinal problems come in every form and 
at every end of the value scale. Views such 
as: handicapped seniors are volatile and dan- 
gerous; they are cute and like children who 
must have everything done for them are ever 
present Bias resides in the seniors them- 
selves, in staff, in the community, in other 
organizations. It is difOcult to uiKlerstand 
how often pec^Ie will not see what is immedi- 
ately before them but revert, so readily, to the 
idols of the cave. For Rose Valley, the ac- 
c^ted wisdom about what seniors can and can 
not do became a major barrier to the develc^ 
ment of the program. It conditioned the selec- 
tion of seniors for the program, it was an issue 
for selecting and training staff, it was a con- 
cern when deagning the Center's programs 
and working with collateral. It was disap- 
pointing to discover how little confidence 
habilitation and rehabilitation workers had in 
their ability to develqi) the potential of the 
people they served. It was as if diere was 
ideology that precluded change and seemed to 
provide a justification for the services per- 
formed - whether the services were vcedtd or 
not 

A brief example of the effects of atdtude on 
the program is needed: The accepted wisdom 
was that seniors would not leave sheltered 
employment because they would not go to a 
program that did not pay them. This senti- 
ment was present at pre-retirement interviews 
with seniors and with employers and counsel- 
ors. There was an obvious bias against retire- 
ment Staff regarded it as the first stages of 
decline: decline in productivity, loss of power, 
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loss of income, loss of Mends; it was seen as 
the slow move to isolation and to the grave. 
These were strongly held feelings and seniCMrs 
and staff reinforced each odier. 

Clearly, these s^timents represented more the 
projections of the staff than the introspection 
of the seniors. The Center can not control 
attitudes but it can plan for and set expecta- 
tions of behavior. The hope is that in the long 
run, attitudes will be influenced. 



Parting Comments 

Many of the barriers Rose Valley faced were 
met and confronted by a conmiitment to the 
philosophy and the vision of die program. It 
will be noted that most of the concerns of the 
pre-retirement interviews raised by seniors and 
by staff are items contained in Rose Valley's 
paradigm of developmental tasks of aging. 
These are real issues that need to be demystified 
and treated as normal life-course concerns. 



The s^roach of the program is to address 
issues with patience and to provide learning 
experiences for all sectors of the field. The 
view is to start small, with enthusiasm and with 
an experimental perspective. The Center has a 
gentle, but pervasive motif: "do not be self-Umt- 
ing, let whatever limitations there are be im- 
posed by the objective conditions of the world 
not by inner thoughts or the absence of creative 
planning." For Rose Valley this motif guides us 
in woridng with individuals, with collaterals, 
with the community, and with all of the pro- 
gram. 

These are exciting times for seniors who for 
most of their lives have been excluded from the 
mainstream of society. Public relations, net- 
woridng and - to use a contemporary tenn - 
marketing must become part of the day to day 
and long-tenn planning. These new aging pro- 
grams are not ody cost-effective but have the 
ability to assist individuals in participating in 
their own personal growth and development that 
is congment with their life stage. The benefits 
are self-evident. 



DASH, Inc/s Other Place 

Vicky L. Dickinson^ 

Case Abstract: This case study describes a social model adult day care program in Redlands, California 
that worked toward integrating seniors wiin developmental disabilities into its program structure. From 
the perspective of an aging network agency, the operators noted some of the organizational and adminiS'^ 
trative barriers they encountered in getting their program accepted as a developmental disabilities 
program alternative within their community. These included a lack of referrals and funding, some of 
which were related to an uftfavorable economic climate. 



Introduction 

Developing Aging Solutions with Heart, 
Inc. (DASH), is a not-for-profit organization 
which was established in 1979. Its purpose 
is to develop and implement programs and 



services for t-e elderly with dementing 
illnesses, {Aysical limitations and develop- 
mental disabilities. Additionally, the 
agency's mission is to sui^rt and educate 
families with regard to caregiving responsi- 
bilities. 



CoiTcspondence should be addressed to Vicky L. Dicldnsoiu Director of Ptognum Developtncnt/Education/Resetfch, 
Developing Aging Solutions with Heait (DASH), Inc., 306 West Cotton Avenue, Redltnds, CA 92374. 
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One of the services DASH, Inc. provides 
is "The Other Place" Alzheimer's Daycare 
Resource Center which began in 1985. 
"The Other Place," located in a neighbor- 
hood home in Redlands, California, is a 
social treatment program that addresses the 
physical, social, emotional, cognitive and 
spiritual needs of the participants. The 
objectives are not only to meet the particip- 
ants' needs but also the family caregivers 
and the community needs. Adult day care 
provides a viable and economical alternative 
to "fill the gap" on the continuum of long- 
term care which exists between institutional 
and home living. 



Project Description 

San Bemadino County is one of the 
nation's fastest growing area and includes 
rural, urban and desert areas located in and 
around the county seat The county is 
divided into the desert region and East and 
West Valleys, which include seventeen 
cities as well as unincorporated areas. 
Some 53,000, or 6%, of the county's 
893,000 residents are age 65 and older. 

"The Other Place" is situated in a house 
in an East Valley neighborhood that is 
predominantly Afro- American and Hispanic 
in make-up. The home meets the require- 
ments of an historical site because of its 
bungalow style architecture of the 1950s. 
The house was remodeled to bring it up to 
fire, safety, health and accessibility codes. 
The home's interior consists of two accessi- 
ble bathrooms, a living room, parlor, kitch- 
en, recreation rooms and two offices. 

Our program is licensed by the Califor- 
nia Department of Public Social Services' 
Community Care Licensing Division, which 
is also responsible for monitoring daycare 
centers for adults and children, toard and 
care homes and foster care homes, aiKi ad- 
ministering the licensing laws and regula- 
tions for community-based programs. We 
are licensed to serve on a daily basis twenty 
individuals with functional impairments age 



45 and older. DASH spedfically asked to 
be licensed to serve older individuals with 
developmental disabilities so that these 
individuals could have other c^^rtunities 
to socialize with peers outside of their shel- 
tered workshop, activity center, nursing 
facility, or board and care environments. 

Participants are referred to our daycare 
program by family, friends, social workers, 
I*ysicians, and clergy from board and care 
and nursing homes, the regional center for 
developmental disabilities, adult protective 
services, and hospitals. Potential partici- 
pants must have either a developmental 
disability, functional impairment, or a phys- 
ical limitation that without daycare would 
make them vulnerable or at risk of prema- 
ture institutional admis^on. 

Our participants fall into two or three of 
the categories mentioned above. Addition- 
ally, our admission requirements state that 
the participants may not pose a threat to 
themselves, ottiers, or property. Special 
care needs such as toileting, eating, ambu- 
lating and bealdi monitoring can be met by 
the staff and volunteers. Each individual is 
assessed with respect to his/her functional 
level, strengths and stressors, ability to 
tolerate the group setting, and ^ anticipat- 
ed benefits that he/she may receive through 
his/her participation in the program. Spon- 
sorship funds, when available, are used to 
assist individuals who have the greatest 
social or financial need. The per diem is 
$30.00. 

When the program opened in 1985, 
DASH ap^ied to the Inland Regimal Cen- 
ter, our developmental disabilities adminis- 
trative center, for consideration to be autho- 
rized as a day care program serving adults 
with developmoital disabilities. At the time 
there were no adult day care centers in the 
county. This authorization would allow 
referrals to be made to our program. In 
addition, the Regional Center would assign 
a social woricer to the day care program re- 
sponsible for assisting with the individual 
habilitation plans on a quaiteriy basis joint- 
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ly with DASH staff. Thus, the senior 
would have day care services and transpor- 
tation paid for by the Regional Center. 
"The Other Place," after a year, received au- 
thorization to serve a total of five individ- 
uals with developmental disabilities. This 
authorization meant that we could receive 
funds for serving five persons. 

In six years of operation, 'The Other 
Place" has served over 200 individuals with 
dementia and/or physical limitations but 
only a limited number of individuals with 
developmental disabilities. "The Other 
Place" received a number of referrals ftx)m 
families of individuals with developmental 
disabilities. One of these individuals had 
never been seen by the Regional Center for 
services; another had been a long standing 
participant whose mother had been a strong 
advocate for the rights of individuals with 
developmental dis^ilities. A ntmiber of 
adults with cerebral palsy were also refened 
from a board and care home. They 
remained with us for a number of months, 
but eventually left because we couldn't 
obtain funding for their participation. 

In retrospect, having had only a few 
individuals with developmental disabilities 
referred was most likely due to a number of 
factors. One was a lack of understanding 
among potential referral sources of how 
well a senior with a developmental disabili- 
ty could do in a program that traditionally 
only served seniors with age-associated 
limitations. Another was a shortage of 
fimds to cover the per diem due to state 
budget cuts. 

The barriers which exist between DASH 
and the Regional Center have yet to be 
fiiUy overcome. Progress was made when 
the Regional Center recognized the need 
and benefits of adult day care. Once "The 
Other Hace" became authorized to receive 
participants, the Regional Center did assist 
with the development of other new centers 
in our area specifically to serve this popula- 
tion. 



Notwithstanding the problems we experi- 
enced with obtaining referrals, our experi- 
ence with integration in adult daycare has 
been positive. The staff played an essential 
role in helping the seniors become more 
tolerant of each other and kinder during 
their interactions. Seniors who initiaUy had 
been less tolerant were generally having 
difficulty accepting their own limitations, 
were more highly functioning, and, as a 
result, tended to look down on less fiuic- 
tional individuals regardless of the nature of 
the dis2d)ility. 

These difficulties were dealt with during 
small group discussions where the more 
functional seniors were given the opportuni- 
ty to talk about their feelings of loss associ- 
ated with the aging and disease process. 
All seniors were expected to participate in 
activities that involve the group. Staff as- 
sisted the seniors with this process by vali- 
dating the individual's feelings and at the 
same time reminding himyher of hi^er 
innate quality to be the kind, benign person 
he/she knows he/she is and is capable of 
demonstrating. 



Lessons Learned 

Q Project developers must anticipate problem 
before they arise. 

Problems, such as not knowing enough 
about the population to be s^ed« the 
needs of the community, and the lack of 
key players who agree that the need for 
daycare exists, may limit funding possi- 
bilities. Likewise, learning more about 
licensing requirements and the politks of 
the community may assist a program 
developer in his/her mission. 

□ Learn about foundations andlor service 
clubs that might assist in programming. 

The United Way is helpful with issues of 
fundraising, recmiting board members 
and volunteers. The area offices on 
aging will also lead you to other appro- 
priate resources. A pro bono lawyer who 
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can answ^ your questions about the legal 
lequirements for establishing and main- 
taining a not-for-profit organization will 
save much money. 

□ Daycare Actors should become involved 
wiA helping to initiau and develop policy 
at all levels of government. 

This challenge can be addressed by be- 
coming an active member of community 
coalitions, state and national associations 
and writing letters to legislators. 



Parting Comments 

DASH, Inc. has achieved all of its origi- 
nal goals and objectives and continues to 
maintain them while creating new goals. If 
we were to undertake the projea again, we 
would have avoided some of the start-up 
problems we encountered. However, at the 
time of the program's implementation, day- 
care was not viewed as a viable long-term 
caie alternative nor were funds available to 
hire staff. What we have learned should be 
of benefit to other program developers. 
The creation of new ideas and services 
bring about the pioneering conditions. 



These must be undertaken for an alternative 
to institutionalization to become a part of 
our continuum of long-term care. 

There is merit in providing integrated 
programs and services for elderiy persons 
with limitations and is a social responsibili- 
ty for communit>'-based organizations. 
Social action is ^ ital to community, family, 
and program participant growth. However, 
as programs respond to these needs they 
also must remember that they have to be 
accountable to the consumer and his;/her 
family. 

Area agencies on aging, state depart- 
ments on aging, and state departments of 
develq[Hnental disabilities play an important 
role in leading the way to collaborative 
relationships that can help at the local level. 
These agencies can set the tone for how 
conmiunity programs may create integrated 
programs for the elderiy with limitations 
who are at-risk of premature institutional 
admission. Policy development and a 
strong funding base will hdp to proliferate 
daycare centers and various eldercarc pro- 
grams for family caregivers. 
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A variant on the adult day service model is the adult day 
health program. These programs are essentially similar to the social 
model programs with the exception that funding generally comes from 
Medicaid or other health care payments and admission is by 
physician's referral. Because of this, some services also involve 
specialized therapies; other services tend to be more medical, such as 
health monitoring, medication administration and review, as well as 
nursing care. Other activity services are similar to social model adult 
care services. These programs exist in many communities, although in 
not as great a number as the social model programs. Because of the 
nature of the services, most of the programs serve seniors who are 
frail or recovering from illness or surgery, with more severe levels of 
impairment or disdbility, and some older persons with lifelong or 
developmental disabilities. 

A number of the examples of community programs that we 
came across were of this type. Many were interested in ejcpanding 
their clientele to include seniors with developmental disabilities. The 
following section illustrates two efforts by adult day health providers 
to accommodate seniors with developmental disabilities. 

The lessons learned? As they move to serve persons with 
developmental disabilities, health providers find that their patients 
enter a system which has differing requirements. Program activities 
need to be designed to accommodate a variety of impairment levels 
and interests. Such program efforts are doable, but care must be 
taken to expose stcff, often who have worked solely with persons 
whose primary need is health care, to habilitative technologies and 
knowledge about developmental disabilities. Also, case mix issues 
need to be worked out as in some instances, persons with a develop- 
mental disabilities may be as impaired as others using the program, 
whereby in others, the admission may be a matter of convenience. 
Although these program may at times be most costly than other types 
of formal day programs, they provide an opportunity for elderly 
persons with significant functional impairments to receive a range of 
services and activities in a conrfortable day program environment 
under the supervision of medical or health personnel. 
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Nancy Shennan^ 

Case Abstract^ This case study describes the experiences of a health model, adult day care 
project in Everett, Massachusetts which serves the elderly and adults with various disabitities. 
Recreational and social activities, medical monitoring personal care and respite are offered. It 
was found that flexibility in programming for each individual is important and mod^ations in 
program activities or days scheduled may be required. Periodic inservice training including 
behavior modification techniques and frequent open dialogue between stcffis recommended. 



Introduction 

Adult day health (sometimes refened to as 
medical adidt day caie) was created as a means 
of providing adults with disabilities with the 
opportunities for socialization, medical monitor- 
ing and personal care assistance. By offering 
these services, family caregivers have received 
respite, and participants have been able to re- 
main in their own homes and communities for 
as long as possible. 

The Community Family, Inc. is a non-profit, 
community-based, health care agency which 
began in 1978. Its purpose is to serve eldeily 
adults that those with adults with chronic dis- 
abilities who have long-term care needs. The 
primary purpose of the organization has been to 
prevent urmecessary hospitalization or nursing 
home placement, and to provide support to 
families arxl other caregivers with assistance to 
help them cope with the demands of caregiving. 

The Community Family, Inc. operates three 
programs north of Boston, Massachusetts. In 
addition to on-site services, the agency also 
offers educational services, caregiver support 
groups, and in-home consultation and education. 
The educational and support groups offer 
caregivers the opportunity to gain additional 
information about such topics as aging, demen- 
tia, legal and financial concerns, available re- 
sources, and behavior management; and the 
chance to interact with professionals and peers. 

This case study focuses on the Community 
Family's Everett program. Everett, a city of 
some 35,000 persons, is predominately blue 
collar and comprised laigely of persons of Irish- 



and Italian-Catholic backgrounds. About 17% 
of its population is made up of i)ersons age 65 
aiKi older. 

The Community Family believes that many 
of the needs of the aging population with men- 
tal retardation are similar to, if not the same as, 
those of Ae general aging population we have 
traditionally served. Professionals accustomed 
to working within the systems designed for per- 
sons with mental retardation are o^ rx)t aware 
of the many service options outside that system, 
or aware that these other services would consid- 
er integrating people with mental retardation 
into 4ieir programs. Tlius, the Community 
Family has developed and maintained a goal of 
reachir)g out to service providers v^thui the 
mental retardation field to acquaint them with 
adult day health services, to encourage ttieir use 
of our programs, and to successfully integrate 
the needs of the population with mental retarda- 
tion iruo the overall program. 



Project Description 

The Everett program is situated at a store- 
front location in the heart of the city. The pro- 
gram uses a multi-disciplinary team approach to 
ensure coordinated, qusdity care. It is licensed 
to serve 36 adults per day and has a staff-to- 
senior ratio of 6-to-l. The total caseload is 
about 60 adults. Participants come to the pro- 
gram 2-to-6 days per week, the frequency de- 
pends upon on their interest, payment resources, 
and the program's atnlity to meet their needs. 
The program operates Monday through Saturday 
from 8:^ a.m. to 3:00 p.m. and includes nurs- 
ing care, social services and recreation therapy. 



Conespondence should be addressed to Marilyn Mulligun, Executive Director, The Convnunity Fainly, Inc., 138 School 
Street, Everett, MA 02149. 
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The executive and clinical directors of the 
Community Family are principally responsible 
for marketing the programs, although the 
program's social worker also plays a significant 
role in this endeavor. Our marketing involves 
public speaking engagements, obtaining media 
coverage at regular intervals (often using a 
special event held at the program as a story 
focus), and encouraging ongoing referrals from 
regular referral sources. In addition, a thank 
you and initial progress note is sent to the refer- 
ral source a{^roximately two weeks after a 
senior begins the program. 

The program social worker is also responsi- 
ble for writing a brief description of all new 
service participants, including their interests and 
any special information, and posting this infor- 
mation for all program staff to read the day a 
new participant begins the program. At regular 
staff meetings, which are facilitated by the 
program social worker, all staff are encouraged 
to share their feelings and observations of the 
participants who have visited the program for an 
intake aiKl those individuals who are already 
participating. Aldiough the [X'ogram's social 
woiker is responsible for participating in, or 
initiating if necessary, any meetings with other 
community resources, the clinical director may 
also take responsibility for this task if his/her 
authority is irxiicated. The clinical director is 
responsible for the program's overall fimction- 
ing. 

The Community Family's programs are li- 
censed by the Massachusetts Department of 
Public Welfare which also reimburses much of 
the services (through Medicaid). Some service 
recipients are able to use Executive Office of 
Elder Affairs respite funds through local home 
care corporations, or funds from the Massachu- 
setts Commission for the Blind, while others 
pay for the program privately. Program refer- 
rals come from a variety of sources, including 
home care case managers, discharge planning 
departments of hospitals, local councils on 
aging, and case managers from the state's men- 
tal retardation agency. 

Transportation to the program is arranged by 
the Community Family's van, private transpor- 



tation services widi whcm the agency has con- 
tracts, taxicabs, and families. Although anyone 
over the age of 18 is eligible for services from 
the Community Family, most participants range 
in age from 40 to 90 with the average age being 
78. 

Individuals who are considered ^ropriate 
candidates include: chronically ill or disabled 
adults who are limited in their mobility or self- 
care abilities arnl who require routine supervi- 
sion or asdstance with care; irulividuals whose 
families require some respite in order to main- 
tain them at home; iridividuals whose families 
may wish to maintain their family member at 
home, but find full day supervision difficult due 
to other dmaiKls on their time (e.g., employ- 
ment, children); individuals who receive or 
require large amounts of home-based care (e.g., 
the use of home health aides, homemakers, etc.) 
and for whom it might be more cost-effective 
and beneficial to receive can^ in a gn)up setting 
of care; individuals who need a broader range 
of tfierapeutic services than might be available 
in a senior center, social adult day care or an- 
other type of program; and itKiividuals dis- 
charged from a hospital or nursing homes who 
require a supervised program or adult day health 
services which will assist them in the transition 
back to iruieperKlent living. 

Although there is variation in the program 
day and in the activities offered, the staff have 
found that participants do not like too much 
change from their daily routine and favorite ac- 
tivities. The following schedule describes a 
typical day: 

• 8:30 - 9:15: Arrival. During this time, par- 
ticipants are greeted by staff and seated at a 
table with other members with whom they can 
visit. The stcff mingle among the tables, inter- 
acting with and encouraging conversation. 
Shortly after 9:00, a ten minute exercise class 
takes place. Those seniors who are able, are 
encouraged to stand and move, while others 
participate from their seats. 

• 9.75 . 70:00: A light breakfast is served. 

• 10:00 - 11:00: Those s.miors who are able 
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Ms. PauUne M. 

Ms. PauUne M., is a 74 year old woman 
wUk miU to moderate mental retardation 
who has been in the program for two years. 
She lived in a state school from age 17 
untU age 66. She then went to Uve in a 
community residence and attended a day 
activities program until the staff felt that 
they could not continue to give her the 
attention she needed. 

Ms. M. works well in guiet, small set* 
tings with direction from staff. Shepr^ers 
one-to-one attention with few distractions 
and she responds very well to the techni- 
ques commonly used with all service recipi- 
ents by the Community Family sttiff. She 
was or^intMy admitted on a trial basis 
which proved successful^ so she was en- 
rolled in the program for two days per 
week, where she has continued. 

During the program day, Ms. M. partic- 
ipates in morning and ttftemoon exercise to 
music. Although she is relucttM to engage 
in much actual movement, she does clap 
and sing and is very enthusiastic. Typical- 
ly, she spends her days playing a staff- 
directed game with three-to-five other par- 
ticipants, enjoys creating sometiung in arts 
and crttfts, or take part in the program 
guest enterttiinment or the bi-monthly 
mass. Without a special event, Ms. M. 
prefers the smaller, quieter group of adults 
(five-to-ten people) who spend the ttfter- 
noon resting, watching a movie, and/or 
talking. 

Once per month, Ms. M. meets briefly 
with the program nurse who checks her 
medical condition (weight, blood pressure, 
pulse, etc.) and brings up any concerns she 
has about her health. 



and interested, play "Bingo" while another 
jroup participates in an "arts and crafts" 
activity or plays another game. (Crc^s in- 
clude "paint by numbers" knitting or crochet- 
ing and making holiday decorations. Other 
games include a version of 'Trivial Pursuit," a 



horse racing game, cards, and "Scruples") 

• 11:00 • 11:45: Rest period and/or participa- 
tion in current events discussion (often initiat- 
ed by reading the paper). 

• 11:45-12:45: Lunch. 

• 12:45 - 2:45: Community outings, entertain- 
ment (sing-a-long, school children performing, 
etc.), games, small group discussions, poetry 
reading and visits from religious leaders such 
as priests. 

• 2:45 - 3:15: Departure. 

It should be noted that all of these activities 
have a senior-to-staff ratio of 6:1. Thioughout 
die day, a legisteied nurse is not only avsdlable 
to paiticipams who may have a question or 
problems, but also to perfomi routine medical 
monitoring, such as wei^t and blood pressme 
checks. 

Typically, seniors enter the program foUcw- 
ing an intake procedure. This procedure usi^ally 
involves the individual visiting the site for ibout 
one hour, and joining in a program activity. 
During this visit, the program nurse, social 
worker and activity director have an opportunity 
to taUc with and observe the potential service 
recipient and gather additional infomaation from 
prior records and/or conversations with family 
and/or professionals who are involved with die 
person. 

Following the visit, these three staff, (consid- 
ered the professional team) meet to discuss their 
observations and recommendations regarding the 
individual's appropriateness for the program. 
Individuals who have a diagnosis of mental re- 
tardation and who meet some of the above 
criteria are incorporated into the Community 
Family's programs. 

Regardless of intellectual abilities, as pec^le 
age many of dieir needs, as defined by the 
program's eligibility criteria, are relatively the 
same. In addition, many of the program partici- 
pants have been found to be tolerant and ac- 
cepting of differences, and especially observ^ant 
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and helpful with those individuals with mental 
retardation who may requite more assistance 
than the average person in the program. 

It is difficult to generalize about the reac- 
tions of participants to someone with mental 
retardation as, regardless of diagnoses, there is 
always the occasi(xial personality conflia stem- 
ming from any of a variety of factors. In addi- 
tion, many participants in the program appear 
"different" due to a number of problems such as 
stroke, multiple sclerosis and crippling arthritis 
so that initial impressions tend to be accepting 
and compassionate. 

During the program's twelve years, there 
have been a number of individuals with a diag- 
nosis of mental retardation. For example, two 
of the most recent service recipients, who are 
representative of others we have served, are de- 
scribed in the accompanying vignettes. 



Lessons Learned 

□ This type of program k very qffordabie. 

The ivogram is reimbursed through a variety 
of resources. Our program is rate-driven and 
regulated by the Commonwealth of Massa- 
chusetts' Department of Public Wdfare 
(which administers the stated's Medicaid 
plan). The current daily rate is $30.65. This 
rate does not fully cover the administrative 
costs associated with the program, and there- 
fore, the Cdmmunity Family has diversified 
its services (by q)emting two other i»*ograms) 
in order to recover the administrative costs. 
In addition, private pay rates are slightly 
higher. 

It should be noted that each of the Communi- 
ty Family programs is finee standing. In order 
to absorb administrative costs, other adult day 
health programs are often associated with a 
larger entity, such as a nursing home or hospi- 
tal. Natundly, because the Community Fami- 
ly is a not-for-iTOfit agency, the goal with 
respect to cost^enefit concerns, is solely to 
""break even." 

Because the Community Family is licensed and 
reimbursed by the state's public welfare depart- 



Mr.RkharaP. 

Mr. Richard P. is a 62 year old mam with 
mental retardation who is legalty bUnd. 
He Uved in a community residence and 
attended a sheltered workshop for many 
years before he moved to the home of his 
younger sister and brother^in-^law. This 
move was precigntated by medical com* 
plications following a stroke in 1982. 
After the stroke, Mr. P. was cottfined to a 
wheelchair. He wtts incontinent and 
depressed. 

Mr. F/s sister requested that he par* 
ticipate in the program because she felt 
that she needed some relief fi^om care* 
giving responsibilities and that he could 
benefit firom the sociaUzfiAon and stimula* 
tion. We believed that his primary needs 
fit the eligibility criteria and that admission 
seemed appropriate. Most of Mr. P.^s 
needs and behavior resembled those of 
many other Community Fttmity service 
rec^ients (Le., he was non-ttmbulatory, 
legalty Nind, he had communication dSffi* 
cuMes and he was incontinent) so that he 
was contfdrtably and reatlity accepted by 
other service recipients. 

Although some interventions were indi* 
vidualized tts needed, Mr. P. responded 
positively to many of the methods used 
with all service recipients (such as person* 
al care assistance, participation in activi* 
ties, physical affecdon, personal attention). 
Mr. P. was able to partieipaU in the pro* 
gram until his medical condition deterio* 
rated to the point that it was no longer 
possible to care for him adequately within 
the program. He was subsequently dis* 
charged and admitted to a siursing facility. 



ment, we woric closely with other adult day 
health programs and the ComnK>nwealth's Exec- 
utive Office of Elder Affairs (which acts in a 
lobbying role to advocate for adequate rates for 
providing quality services, as well as paiticqMtting 
in the develqxnent of guidelines, policies iind 
procedures which impact the service pc^Iation). 
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Q Integradng people with mental retardation into 
the adult day health program is an ongoing 
endeavor. Stttff tissoeiated wiA the program 
should continuously be learning and looking at 
ways in which to make this type of effort suc- 
cessful 

Due to the way the program continues to receive 
requests for information and reforrais from ser* 
vice providers within the mental retaidaticm sys- 
tem, the goal of educating the professionals with- 
in this system seems to be achieved. Neverthe- 
less, the Community Family continues to seek 
ways in which to reach this p(q)ulation further. 
The Community Family also continues through 
team meetings - to educate itself and remain 
open to ways in which to make the program 
beneficial for its participants widi menlsd retarda- 
tion which is another goal that the program has 
met. 

□ Integrating individuals with mental retardation 
into the program can occur rather naturally as 
the program is growing. 

Review of a particvilar person*s appropriate- 
ness for the program arose regardless of diag- 
noses. It was made clear by program man- 
agement that people would at least be consid- 
ered for the program regardless 6[ whether or 
not the program could, as it was structured, 
meet the individual's needs. There has also 
been an ongoing message from management 
'Jhat staff must remain flexible and willing to 
make minor adaptations in order to accom- 
modate individual needs, as k)ng as the pro- 
gram as a whole is not je(^>ardized This type 
of message and support from administrative 
personnel is essential, as is providing staff 
with the tools to accomplish this goal (i.e., 
education, information, resources, and super- 
vision). 

It goes without saying that, if a program ad- 
ministrator were thinking of expanding his^ier 
program to include individuals with mental 
retardation, never having done so before, it 
would be of the imperative that discussions 
with staff be held* These discussions must 
focus on explaining goals, rationale, what will 
be required of staff and what will be provided 
for them to achieve this goal. Furthermore, 
the discussion should take place prior to im- 
plementing this pian. 



□ We have been able to itUegrate all new seniors 
into the program in essenBally the same man* 
ner. 

All new participants ai^e introduced by name 
and with some identifyirvg infocmation which 
will facilitate oxmections between particq^ants 
(such as their place of residence or some 
other similarity they may have with another 
participant). Seniors with cfiental retardation 
are not segregated in any way. All seniors 
are invited to participate in whatever activity 
is going on at a particular time. Those indi- 
viduals who may need assistance in becoming 
involved are hdped by a staff member (indi- 
vidually in a small group) or, if Bfptopn- 
ate, by another partk:q)anL Although most of 
the senicKS seem not to be affected by some 
fellow seniors* behaviors or limitations, on 
occasion, a senior may have some difficulty. 
During times such as diese, staff will attempt 
to sq)aratc these participants when possible, 
seating them at opposite sides of a room or 
peth^ talking with the individuals who are 
complaining. These discussions do not focus 
on a diagnosis (i.e., "be patient with him, he's 
retarded'% but instead on differences (i.e., 7 
know it can be annoying for you, but please 
be patient with him, he takes a little longer to 
catch on.") 

□ Having a strong, supportive Board of Directors 
which is informed of general progratnmadc 
directions and indicates its support for this 
effort is important. 

Depending upon the type of ofganizati(Mi, this 
understanding and support may also be useful if 
not crucial to gaining additional staff and/or 
community support. The Community Family 
enjoys a positive reputation as a provider of long- 
standing, quality adult day health services. There 
have never been any negative rq)ercussions to 
including people with mental retardation in the 
program. This outcome may be due to the vari- 
ety of individuals with various diagnoses, and 
also to the matter-of-fftct and compasskxune 
approach of the program staff to those individuals 
who visit the program (i.e., other professionals, 
family members and potential service recipients). 
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Parting Comments 

Althou^ specific modifications will vary 
with each program, the example of Ms. Pauline 
M. clearly demonstrates the value of "trial" days 
in assisting in the assessment process. In ar- 
ranging intake/assessment visits, we found it 
helpful to consider visiting ttie potential service 
recipient in a setting that contributes to his/her 
comfort, such as his/her home or woikshop. 
Although the program day is generally six 
hours, it may be possible to integrate and serve 
an iixlividuad who cannot tolerate more than a 
four hour day. It is also essential that regular 
communication be established and maintained 
with individuals' families and/or other service 
professionals. 

Modifications in program activities or days 
scheduled may also be helpful. Some of these 
modifications include scheduling an individual 
on days when other participants are known to 
be more tolerant or helpful, or when activities 
planned for those days will be most interesting 
to or possible for the person with mental retar- 
dation; allowing the person to "sit out" a diflR- 
cult activity; providing staff assistance or activi- 
ty modifications to allow individuals to join in, 
such as large number Bingo cards or someone 
pointing out the numbers called. 

The program social woricer also checks with 
each panicipant to see how h^she is feeling 
about die program, if he/she has any problems 
or needs. There are also ongoing and frequent 
discussions with community-based staff (includ- 
ing participation in the yeaily development of 
individual service plans) for those participants 
coming from the mental retardation system. 
These discussions have enabled die Community 
Family staff to remain aware and uixlerstanding 
of each individuals's needs, while ensuring that 
comprehensive, integrated services are being 
provided. It should be noted that the program 
social worker is primarily responsible for this 
linkage, although other staff have, upon occa- 
sion, been involved. 

The Community Family is pleased to have 
welcomed its first service recipient with mental 



retardation into the program many years ago. 
As stated previously, this goal is an ongoing 
effort, and ccMisequentiy staff are always learn- 
ing and considering new and different ways in 
which to make integration successful. We have 
learned that flexibility is the essential element to 
the success of this type of endeavor. In otiicr 
words, if a program insists upon adhering too 
narrowly to defined admission and/or participa- 
tion guidelines, it will be very difficult, if not 
impossible, to accommodate what may be minor 
differences dismayed by a person with mental 
retardation. It may go without saying that it is 
not recommended that a program make so many 
adulations that paiticipants with mentally retar- 
dation end up being isolated, segregated or 
continually characterized as different; the goal is 
nonnalized integration. 

Specific suggestions of possible modifica- 
tions have been made. It should be repeated 
that, in addition to flexibility, another essential 
ingredient to comfortable integration is that pro- 
gram management must i»ovide the motivation, 
suppott and resources necessary for successful 
integration. Although many individuals' needs 
are basically die same regardless of diagnosis, 
and the staff may need to be reminded of tiiis 
fact alone, periodic in-service training for all 
staff regarding mental retardation is helpful. In- 
cluded in this training should be an understand- 
ing of tile uses of behavior modification. 

In order to avoid any possible misunder- 
standings or tensions between day program staff 
and other personnel who may be involved with 
an individual with mental retardation, frequent 
and open dialogue is highly recommended. 
There are occasional differences in techniques 
or iMosofrfiies between the two systems, and it 
is important that discussion be generated which 
allows for explanations as well as resolutions. 

Overall, ttie Community Family has found 
the y^tegration of persons with mental retarda- 
tion to be a successful and rewarding endeavor, 
witii die benefits exceeding die minimal extra 
effort which may, upon occasion, be required. 



Day at the Park 



Diane Donaghue^ 

Case Abstract: This case study describes the experiences of a Medicaid certified, daycare program in 
Rochester, New York The agency serves a 50/50 participant mix of seniors with mental retardation and 
other seniors. The provider found that when serving persons with a developmental disability, special 
considerations need to be undertaken, including training ofstcff, considerations cfcase mix, and working 
with the residential provider. 



Introduction 

Day at the Park is a medical model, integrat- 
ed daycare program located in a multilevel 
healtti caie complex in Rochester, New York. 
Day at the Paik is housed in a new building 
annexed to a nursing facility. The building is 
on one level and covers an area of approximate- 
ly 4000 square feet The facility is decorated in 
pastel pinks and blues, and presents a very 
"home-like" atmosphere. The building is almost 
completely sunouiided by windows. 

The program opened in April 1990 as part 
of the Park Ridge Hospital and Health System 
which offers acute care, long-term care, 
chemical dependency treatment, mental health 
and senior housing services. The program 
provides vital health care services such as nurs- 
ing care> personal care, nutritional services, 
social woric, recreational therapy, psychiatric 
consultation, medication administration, podia- 
try, and dental care. 

A major goal of the program has been to 
integrate a large ntunber of elderly individuals 
with developmental disabilities into a program 
for elderly individuals who do not have devel- 
opmental disabilities. 

This setting provides the elderiy registrant 
who has a developmental disability the opportu- 
nity to "retire" from the strenuous day treatment 
or sheltered woricshop program while continuing 
to receive health care and the opportunity to 
participate in a less rigorous recreational pro- 
gram. 



Project Description 

Day at the Park is open weekdays from 7:30 
ajn. until 5:30 p.m.. liie program is licensed 
by the New York State Dq)artment of Health 
and can serve up to 30 legistrants per day. 
Approximately 50% of the registrants have a 
diagnosis of mental retardation or of a develop* 
niental disability. The remaining have such 
diagnoses as Alzheimer's disease or other de- 
mentias, diabetes, stroke or arthritis. 

Because we are a Medicaid certified pro- 
gram, registrants are required to atterd at least 
one day per week for at least three hours. Most 
registrants attend between tiie hours of 9:00 
a.m. and 3:00 p.m. The per diem cost is $87.00 
which is covered by Medicaid for eligible par- 
ticipants. 

The day care staff consists of the director, a 
registered nurse, a social worker, a recreation 
ther^isi, a recreation iherairist aide, five pro- 
gram assistants who are also certified nursing 
assistants, a receptionist^ a consulting dietician, 
and therapists. 

Many of the registrants who attend the pro- 
gram could qualii^ for placement in a long-term 
care facility, however, caregivers and the provi- 
sion of other support services allow them to 
remain in the commurrity. The program is not 
designed for people who only require socializa- 
tion or are otherwise stable or have behavior 
problems which do not respond to redirection or 
to a simple behavior management program. 

Planning for integration occurred when ad- 
ministrators from the regional health systems 
agency, the Park Ridge Nursing Home and the 



* Cofiespondencc should be addressed to Diane Donaghue, R.N„ B.S.N., Director of Adult Dty Cm, Day at the Park. Ptok 
Ridge Health System, 1555 Long Pond Road. Rochester. NY 14626. 
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regional office of the state's developmental dis- 
abUities agency met At the time, die develop- 
mental disabilities' agency staff was planning to 
open a commmiity residence near Paik Ridge. 
ll)e purpose of the commmiity residence was to 
allow the 10 residents to retire from day treat- 
ment prognunming. The opening was sched- 
uled around the same time as the opening of the 
Day at the Park program. It was decided that 
the 10 residents of the Greehbriar Community 
Residence would attend Day at the Park for five 
days per week. 

Several case reviews were held between the 
clinical staff of the state's developmoital dis- 
abilities agency and the clinical staff of Park 
Ridge Nursing Home, who also hscppemd to be 
on the Adult Day Care planning committee. By 
the time the r^idence and the day care {»ogram 
opened, some of die registrants had changed. 

The original intent was to centralize all care 
of the Greenbriar residents at Paik Ridge, in- 
cluding medical coverage, dental care, arui other 
consultation services. This plan was not a via- 
ble one, however, as medic^ coverage could 
not be obtained at Park Ridge. Thus, the regis- 
trants continued to receive primary medical care 
and consultation services from the health center. 

Transportation was another concern. Initial- 
ly, Paric Ridge was planning to imrchase a bus 
for transportation. However, it was decided that 
a community medical carrier would provide 
transportation to aiKi from the program for all 
registrants who requested it. 



Lessons Learned 



wcMrldng with elderiy persons. In one exam* 
pie, developmental center staff encountered 
an eldeily woman with a de^velopmental 
disability who had a pfoblem with inconti- 
nence. Hie behiivior management technique 
used for this jHoblem was tCHleting the indi- 
vidual every IS minutes. The day care staff 
believed that ^e might have a urinary tract 
infectim. Their solution was to increase her 
fluid iniake and send a urine specimen for 
testing. Further investigation of the problem 
led to the discovery that her incontinence 
problem was caused by the change in coffee 
firom decaffeinated to caffeinated. When the 
coffee was changed back again, the urinary 
problem di$^)peared. 

We have learned to look at all sides of the 
situation and to include environmental fac- 
tors. A useful solution has been to have the 
clinical staff provide cross-training to staff at 
both agencies who are direcdy involved with 
the registrants. 

n Sometimes there are inconsistencies among the 
vitrious regulatory ami reimbursement systems 
in a state. 

There was a sizable language gap between 
the health and developmental disabilities 
systems which made case reviews and team 
meetings long and cumbersome. There was 
also some territoriality regarding who was 
responsible for assessing and treating regis- 
trants in different areas (i.e., nursing, physical 
therapy, and occiq)ational therapy). The 
regulations differed between the state*s devel- 
opmental disabilities and health agencies. 
Medicaid will reimburse the state-operated 
community residence for the services it pro- 
vides but will not do the same for an inter- 
mediate ^are facility. 



ri Cross'training staff is crucial. The solution to the problem was getting to 

know and trust each other, and providing 
When hired, the adult day care staff had only each other with copies of commonly used 

long-term care experience. They were some- regulations and definitions. This process 

what apprehensive about taking on the treat- helped us to reach common ground. We also 

ment a new population as none had a schedule our case reviews at the same time, 

background in working with people who had with each team completing its own paper- 

a developmental disability. wock to meet its regulations. We are also 

pursuing the Medicaid reimbursement issue at 
On the other skic, staff from the state devel- the state level, 

opmental center had limited experience in 
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The lesson learned firom this proUm was 
that time was our greatest ally because it 
helped us to know and trust each other. 
Language and regulations may be stated 
differently* but knowing that all of us strive 
for the same goals has helped. We still 
stumble at times, but we stumble together. 
We have also made some wonderful new 
Mends. 



were seen as boring or "too tow lever for the 
population which did not have devdopmeotal 
disabilities. Those activities which suited indi- 
viduals who did not have a devetopmental dis- 
ability, were often ''over the heads" of the regis- 
trants with devek^xi^ntal disabilities and the 
registrants with Alzbdmer's disease did not 
always respond to either group of activities. 

We found that the solution to this problem 
was to reduce the number of large group 
activities offered in the program. Fot small 
group activities, individuals are grouped 
according to dieir level of functioning and 
interest, or more individualized activities are 
devetoped to address qiecific regtstrant 
needs. 



£2 Having people who live together attend the 
same day program may not always be for the 
best. 

One problem we noted was that the 10 peo- 
ple, who lived in the same residence and 
attended the same program five days per 
week, created tension and behavior manage- 
ment problems for the staff at both agencies. 
Further, as the program grew to ci^i^, the 
registrants with devetopmental disabilities got 
less personal attention fix)m the staff, which 
in turn resulted in behavior inoblems. The 
I^blems led to the discharge of two Green- 
briar registrants when their behavior at the 
program became uiunanageable. 

Q Integration can work, but sometimes it does not 
work well for some persotts. 

We noted that some of the seniors continued 
to require a more structured envircHiment and 
a higher staff-to-registrant ratto than we 
could offer in adult day care. The discharge 
of a registrant firom the [nogram does not 
mean that the i^pgram or the registrant 
fail^: it may m\?an that the match between 
the person aiKl the program was not the best. 
It may also meari that other, unanticipated, 
factors may be involved (such as, people who 
live together should not necessarily attend the 
same day program - if they do, time must be 
planned for solitude and separation). 

Q Take into account the nature of the aeUvittes 
offered within the program and try to ttdapt 
them to all the participants. 

Programming activities can pose a challenge. 
For us, it proved to be a difficult one as 
those activities, which at times satisfied the 
registrants with developmental disabilities. 



Parting Commmts 

Inte^ation does not always mean assimila- 
tiort It is not helpful to try to fit everyone into 
the same program. We still share common 
activities, such as participating in music and 
bingo, but otherwise the activities care plan is 
as individualized as die nursing care plan. Rec- 
ognizing peoples* differences in ability and 
interest is vital to providing a successful pro- 
gr^. Also, when starting a program for people 
with developmental disabilities, staffing should 
be set according to the number of registrants 
with the staff iiKreased as the census increases. 
The re^strants and staff will have an easier 
time adjusting. 

Our preconceived notions about each other*s 
systems and people proved to be inaccurate. 
The registrants have much more in common 
than not and ttie same can be said of the staff, 
and even for the bureaucracies which govern us. 
Some very special n^lationships have developed 
between the registrants atKl staff of both agen- 
cies. Day at the Park has demonstrated that 
some older persons with developmental disabili- 
ties can be integrated v^thin the greater po(wla- 
tion of medical model adult day care setting 
users. 
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A review of the case studies provided us with insights into the 
state of the art of senior services for persons with developmental dis- 
abilities. These insights encompassed both "how-to" s*' and "lessons 
learned." It also provided us with a look into a number of diverse 
and innovative experiences. 

The notion of community integration is not new, having been 
applied to social policy, agency practices, research and personal 
needs for many years. Integration in older age has witnessed provid- 
ers and consumers seeking out retirement activity options witinn the 
broader community and, more narrowly, within the aging network. 
There is nothing magical about looking to the aging network for such 
options. Indeed, with time and perseverance, anyone can find things 
to do in his or her community (whether the activity is accommodating 
seniors or persons of all ages). 

In the United States, community aging network programs offer 
a variety of options supported by public funds. In many communities, 
congregate meal sites, senior clubs, and retiree activity centers have 
been around for some time. In 1965, Congress made a commitment to 
the elderly population of the United States by providing for social 
settings that could serve as gathering places for persons with limited 
options or of limited means. These modest social settings, over the 
years, have expanded to the varied types of multipurpose senior 
centers found in many of our communities today. Some evolved from 
pre-existing senior centers, others were specifically developed to serve 
a particular neighborhood or community. These types of settings exist 
in other countries as well, where such senior or pensioner clubs, 
neighborhood social centers, autumn clubs, and luncheon clubs are 
often underwritten by public funds or supported by membership fees. 

Why focus on these? Community integration means being part 
of one's community, having the same opportunities to use public 
amenities as one's peers and using these opportunities to live an 
ordinary life Further, inclusion means being involved with and an 
intimate part of the scene of any conwmnity and party to the same 
experiences as other persons of one's age. Being accepted, befriend- 
ed, and free to pick and choose from whafs available are all part of 
being included - as are the risks of failure, rejection, and frustration. 
Senior services within the United States can provide a rich and varied 
choice of environments for meeting others of your own age, develop- 
ing new friendships, and being able to recreate, socialize, and learn 
new things. Thus, these types of settings are ripe opportunities for 
integration, inclusion, and enrichment. 

Qualitatively, senior service settings will vary as much as the 
people that administer and populate them. Some are housed in spa- 
cious buildings, rich in variety and opportumdes, and open to a spec- 
trum of the community. Others, more humble, may offer the barest 



1 /o' 



Section 9: Commentary 



169 



essentials and opportunities - often only a 
place to meet and share a cup of morning 
coffee or aftemoon tea* The pros and cons of 
using such settings are addressed in our com- 
panion publication. Building the Future: Plan- 
ning and Community Development in Aging 
and Developmental Disabilities. Nonetheless, 
such settings provide a host of experiences that 
can illustrate different integration efforts. 

When we first clustered these 38 case stud- 
ies we used a simple approach, drawing upon 
three prevalent models - interagency efforts, 
senior centers, and social and health adult day 
services. However, as we analyzed the differ- 
ent approaches inherent in these 38 case stud- 
ies, we realiKd that we were dealing with 
familiar models with clear delineations in some 
cases, mixed models with subtle differences in 
others, and clearly new and different aqpproach- 
es in others. Thus, we felt that more catego- 
ries of experiences were needed to fully ex- 
plore the types of activities and opportunities 
that were being undertaken or offered. 

In the end, we chose these eight clusters for 
the case studies. There is often overlap among 
them; rarely does only one method or type 
predominant. However, each case smdy was 
included under the cluster that either most 
represented the approach used or, in the case 
of mixed approaches, was most illustrative of a 
particular effort. These eight clusters (bridging 
networks, top down efforts, retirement assis- 
tance ventures, pull-out programs, senior com- 
panion ventures, senior center ventures, social 
model site programs, and adult day health 
model programs) represent the types of ap- 
proaches tfiat are being undertaken to serve 
and offer integrated services to older persons 
with developmental disabilities thiou^out our 
country (and those being undertaken in other 
countries as well). Some focus heavily on 
integrative approaches and sonoe go a step 
further and press for inclusion. Others repre- 
sent efforts to provide a specialized day ser- 
vice for seniors that has attempted to use soxdc 
features of integration. Although, these repre- 



sent a broad range of approaches, we are con- 
vinced that with time more models and tech- 
niques will evolve. 

What did we glean from these integration 
and inclusicm experiences? We found the 
following outcomes: 

• There arc creative and innovative meth- 
ods being tried to aifea community 
integration and inclusion of older persons 
with developmental disabilities. 

• The variability of approaches reflects a 
genuine commitment on the part of agen- 
cies and individuals to do their best and 
the "right thing." 

• The lessons learned will improve our 
ability to promote community integra- 
tion, and with time many of the bauriers 
encountered will no longer exist. 



Some Thoughts About Each of the Clusters 

Each of the experiences reported within a 
cluster offer both common and unusual in- 
sights into the "how-to's" and "lessons 
learned" experienced by the project managers 
as they went about their efforts. We have 
tried to glean from these insights some of the 
commonalities and practical aq>proaches for 
each type of case study included widiin the 
clusters. What we learned follows. 



' Bridging Networks 

Bridging networks involves linking the 
developmental disabilities system providers 
with aging network providers. Such bridging 
has been done for several reasons. One is that 
there is a need for coordination of referrals, 
services (such as transponation), access, site 
sharing, an^i dealing with the whole range of 
day-to-day problems that older persons experi- 
ence. Anodier is that there is a need to ensure 
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that monies used to underwrite the programs 
for older persons with developmental (Usabili- 
ties flow quickly and properly to the providers 
within the aging network. Still another is to 
affect greater acceptance of seniors with dis- 
abilities among the public and age peers and to 
encourage fuller inclusion of seniors with a 
disability within mainstream aging network 
programs* 

The process of bridging networks can take 
many forms* Key features of such efforts are 
that the participants agree to cooperate, agree 
to achieve common ends, and agree to shape 
public policies that suppon bridging* Such 
efforts, however, are also not without their 
difficulties* Bridging efforts, as we have 
found, can be dffected adversely by several 
factors, including changes in key persoimel, 
money problems, shifts in priorities of the 
participating agencies, and frustrations over 
lack of agreement of group objectives or time- 
frames* 

In the instances we observed, bridging 
efforts began small and worked up to have a 
major impact in their conmiunities. Such 
efforts usually were undertaken in three phas- 
es* The first, we call explorative, involved the 
bringing together of the people who would 
make up the network, litis initial phase led to 
the group deciding some set course of action* 
This phase also led to commitments on the 
part of the actors to pursue the course of ac- 
tion* 

The second phase, we call formative, in- 
volved acting on a common purpose — it may 
be evolving an area interagency agreement, 
opening up special efforts, developing or fund- 
ing programs, or undertaking a public or pro- 
fessional education campaign. The third 
phase, we call consolidative, involved the 
group adopting an organized structure, becom- 
ing a stable and influential force within its 
community, and affeaing public policy. 

We observed that network bridging endea- 



vor.^ often start as modest ventures, such as 
bringing together strangers who over time form 
a coUegial bond that strives for thr. community 
good. Many of these efforts lead to or are 
associated with results that produced interagen- 
cy agreements or other forms of formal social 
bonding* Many also need outside stimuli to 
begin Aeir formative activities; odiers do not 
and evolve naturally* 

What were some of the factors that emerged 
as important characteristics of effective bridg- 
ing efforts? We found 

• strong leadership involving one or more 
persons, 

• support of state and/or local authorities, 

• clearly defined goals, 

• successfully executed group activities, 

• cross-training conducted within the 
group, and 

• funding or logistical supports provided 
by a sponsor or underwriter* 

We also noted some conmion barriers, 
including aging netwoiic reluctance to desig- 
nate an adcUtional target population (in this 
case, older persons with lifelong disabilities) 
and concern over sharing already scarce Older 
Americans Act resources; stamina and com- 
mitment on the part of network group mem- 
bers to sustain a long-term effon that involves 
frequent meetings and pursuit of a defined 
advocacy or public policy agenda; and loss of 
key persons who serve as *'sparks** for such 
efforts* 

What were the key lessons leamed? Inter- 
agency efforts can be productive and provide 
bridges to the aging and disabilities systems* 
Sometimes they n^d formal mechanisms to 
succeed, other tinies the social bonding that 
occurs has greater value than formal structures* 
In all instances, the successful efforts become 
partnerships with each network/system equally 
involved and benefitting. 
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m Top Down Efforts 

Top down efforts are projects stimulated by 
state agencies and carried out by localities. 
Such efforts involve state monies or other 
incffltives and changes in policy to support the 
initiatives. In some instances, these e^orts 
start with state level planning suid allocation of 
development funds. They usually result from 
recognition that some problem or void exists 
and diat there is a need to address it. Many 
such efforts start as pilot projects or demon- 
strations, where the state agency seeks to test 
out some idea. In others, they may result from 
a policy shift and a resolve to implement a 
new program idea. In still others, it may be a 
means to deal with changes in population 
needs. Many are done tiuough a local agency 
which is asked to test out a project idea* 

We observed that top down efforts involved 
a local agency or agencies that actually carried 
out the initiative; however, the impetus for the 
initiative came top down from the state. In 
these instances, several different methods were 
used to implement public policies, including 
direct state-operated program development, a 
competitive RFP (request for proposals) 
method to select ^e participating agencies, and 
providing support monies to the local agency 
to either test out an idea or get a project start- 
ed. Often operational monies followed so 
agencies could continue the program. 

In two of the examples we used, the pro- 
jects evolved through direct state operations at 
the local level. In each instance, state resourc- 
es were shifted to favor the project. The state 
agencies use the projects as tests of further 
commitments of state policy. Both fiscal and 
personnel resources were allocated and state 
officials backed up the efforts with public 
appearances and interagency arrangements. 
These efforts were th? pilots upon which fur- 
ther progr:un develo;).nent rested. In another 
instance, the state tried to promote program 
development of one type, but found that an 
innovative agency was developing another 



program model. This model, in tum, was 
allowed to flourish and became the basis for 
further program development — in essence 
replacing the original. 

In another example, the state encouraged a 
program to develop new services to show that 
it could be done even under the most adverse 
cmditions. In still another effort, a state agen- 
cy encouraged a new program model and 
fianding stream to evolve through a competitive 
application process. This gave creative and 
innovative agencies "free xein" to develop a 
series of programs that eventually took hold all 
over the state. 

What was common in all these efforts? 
First, each began with the state agency offer- 
ing funds to begin a new program. Second, 
the agency received support from the state and 
used the demonstration process to help the 
state adjust its policies and/or regulations to 
adapt to a new program model* Third, in most 
of these situations, one individual was instru- 
mental in beginning the change in state poli- 
cies and in stimulating new program develop- 
ment. 

What were some of the factors that emerged 
as important characteristics of effective top 
down efforts? We found 

• recognition of need for change in public 

policy, 

• available fiscal and persomiel resources, 

• comprehensive community education, 

• lack (or waiver) of restrictions or 
regulations, 

• support of the use of volunteers, and 

• commitment to working out problems. 

We also observed some common barriers, 
including freeing up funds and other resources 
in the first instance; trying a top down effort 
without concomitant network building efforts; 
and not willing to *'take the heat" in making 
systemic or regulatory changes that impede 
development. 
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What were the key lessons learned? One 
lesson is that the state has the edacity and 
lesources to stimulate program development 
and aid in accessing existing services. "Money 
talks;" that is, grants and other allocations of 
resources go far to make projects like diese 
work. Another lesson is that problems, how- 
ever seemingly insurmountable, can be over- 
come with creative management and good, 
reliable people. As with other examples 
throughout the casebook, the participation of a 
key person, a "spark," helped to make such 
projects woric. In addition, state efforts must 
allow for flexibility so that innovation can 
emerge. Lastly, often the state, if it stimulates 
such effons, can bring a degree of leverage 
that frequently is unavailable in other situa- 
tions. State level agreements or interagency 
activities can force or effect cooperation at the 
local level among agencies that report or are 
accountable to state agencies. 



* Retirement Assistance Ventures 

Retirement assistance ventures aid someone 
with the task of retiring. This process includes 
preparing mentally for a change in life activi- 
ties, getting to know new places and people, 
and gaining the expertise to manage one's time 
and resources to enjoy retirement. Most ap- 
proaches to retirement occur naturally and are 
part of one's life tasks. With persons who 
have had sheltered lives and limited experienc- 
es, retirement often needs to be facilitated, 
guided, and nurtured. 

Many models exist that draw upon mentor- 
ing or aiding older people with retiring suc- 
cessfixlly. ^ong the facilitated retirement 
examples we observed, many drew from a 
variety of experiences; some loose, some more 
structured. They all, however, had one thing 
in common - they aided, by example or by 
direction, older persons with a developmental 
disability to use aging network resources with- 
in dieir community. 



This process was done in several ways, but 
the predominant means was by pairing an 
older person with a guide or a "coach** or by 
specifically building retirement time-use skills 
by teaching or exposing the senior to guided 
retirement experiences. Such facilitation mod- 
els have produced many sound lessons, includ- 
ing: retirement (like aU life tasks) requires a 
period of preparation and emotional adjust- 
ment; the abilities to do things associated with 
retirement can be taught by modelling; you can 
never anticipate all die things Aat may impede 
your efforts to aid a person in ad^ting to 
retirement; retirement often worics best when 
experiences draw from a potpourri of situa- 
tions; each older person will adsq)t at his/her 
own pace (do not expea that everyone vnll 
adapt equally well); and preparing aging net- 
work personnel for older persons with lifelong 
disabilities will help the access and adaptation 
process. 

Barriers observed included the lack of sen- 
sitivity among staff involved in other aspects 
of the seruor's life (causing scheduling con- 
flicts) and lack of cooperation around retire- 
ment training, the lack of funding to pay for 
people who aid with retirement training, find- 
ing the ri^t persons to serve as retirement 
coaches, and unfavorable attitudes and lack 
acceptance on the part of other seniors. Other 
barriers encountered included the lack of com- 
munication among agencies serving the indi- 
vidual, getting refenils from the developmen- 
tal disaUlities agencies, fear of change among 
the seniors with developmental disabilities, and 
over-optimism by staff as to the capability of 
some seniors to be (m their own. 

What were some of the factors that emerged 
as important characteristics of effective retire- 
ment assistance ventures? We found the fol- 
lowing to be of primary importance: 

• focus on options and choices, 

• special focus on training social skills, 

• une of retirement assistants or coaches, 

• comprehensive conmiunity education, 
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• practices that can surmount anticipated 
and unanticipated barriers, 

• careful clioice of assistants or coaches, 

• design flexibility and creativity, and 

• cooperation between the developmental 
disabilities and aging networks. 

What were the key lessons learned? Help- 
ing someone to adapt to new situations can 
work better than expecting that person natural- 
ly to know how to use that situation. Planning 
means of social bonding and orientation to 
one's community can aid in successful aging. 
Role models can be friends, volunteers, or 
even paid companions. All have a valuable 
contribution to teaching retirement skills. 
Such efforts need not be large productions; 
many can be operated on limited resources. 



• PuU'Out Programs 

Pull-out programs are efforts where two or 
more groups of people are drawn together for 
a common purpose during a specific period. 
In many instances, the host program may 
operate a specific site, such as a senior center, 
or a disabiUty agency retirement program. The 
operators of each program will schedule com- 
mon activities that help the interaction of 
members of each program with those of the 
other. Sometimes these programs are designed 
around a one-time activity such as 
a visit or trip; other times they are designed 
around an on-going activity such as maintain- 
ing a garden or a travelling chorus. 

We found that agencies set up such pro- 
grams under a variety of conditions. These 
conditions included: not having all the re- 
sources to arrange for complete use of 
another's program, trying to overcome attitu- 
dinal barriers among the mainstream senior 
program participants, using these opportunities 
to try new ideas in sharing activities, and 
trying "reverse integration.*' These types of 
programs usually had an individual who was 
personally commiued to seeing them work and 



who wanted to break down attitudinal barriers 
among the seniors. The program managers 
work^ to get seniors to accept the invitations 
and come to participate in the common activi- 
ty. Oftentimes, special incentives were used, 
such as providing transportation, paying for die 
activity, or celebrating some special event (a 
birthday or some theme or event of paiticular 
interest to all of the seniors). Some of the 
program managers found that the distinctions 
among the seniors began to diseqppear once the 
seniors got captivated by the activity. 

The most difficult barrier to overcome was 
often not the attitude of seniors, but simple 
logistics such as having enough vans, ftmds to 
pay admissions, or enough staff to accompany 
all the participants. These seemingly mundane 
matters were often of the utmost concern in 
making each outing a success. 

We found some interesting benefits for such 
programs: they bind people of different back- 
grounds or affiliations during a period when 
each person can get to know the other better. 
The goal in each case is to "break down the 
barriers" and let natural social relations and 
even friendships evolve. Sometimes, these 
efforts were successful. At other times, they 
offered a period of common camaraderie 
which wes then followed by each participant 
going back to his/her own site. Did they have 
a positive effea upon their participants? The 
program operators thought so. 

In our examples, we noted the breaking 
down of psychological and social barriers, so 
that the participants got to know one anotiier 
better. We also observed that such joint ac- 
tivities broke down stereotypes and miscon- 
ceptions (which helped mitigate these when 
they were shared with the other participants at 
their home site). These models are not unique; 
that they are being tried in greater frequency 
speaks well to the creativity of people woiidng 
with seniors and working towaid breaking 
down artificial social barriers. 
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What were some of the factors that emerged 
as important characteristics of effective pull- 
out programs? We found 

• activity chosen of interest to everyone, 

• use of small groups for common 

activities, 

• care and attention paid to interpersonal 
relations among participants, 

• activity supports/logistics thought out 
ahead of time, 

• ability to draw upon extra resources of 
host agency (vans, staff, supplies) 

• physically accessible activity sites, and 

• support of administrations of agencies 
participating. 

What were the key lessons learned? Cre- 
ativity and innovation often must struggle with 
lack of financing and administrative problems. 
Such programs can only work when an indi- 
vidual "spark" sets the tone and oversees its 
workings. They are excellent "ice breakers" in 
getting the community to tiiink of inclusion 
and common use, and they are an excellent 
means of fostering friendships and greater 
public awareness of people growing older with 
disabilities. Most were undertaken as projects 
within a large agency which could help when 
funds or other supports went awry. 



• Senior Cpmpanion Programs 

Several situations relied upon the model of 
the senior friend or companion to help some- 
one with a lifelong reliance upon the disability 
system to begin to navigaic the unchartered 
waters of the aging network. Such companion 
models worked because they offered botfi role 
models for later age and a friend to help bro- 
ker unexperienced situations. These models 
ranged from programs where a retirement 
coach was used to help guide the transition to 
senior services to situations where seniors were 
paired because they wanted to mentor and then 
share some colleaive experiences. We also 
saw the creative use of the federal ACTION 



agency's Senior Companion Program, where 
senior volunteers helped in situations that 
promoted greater use and enjoyment of avail- 
able senior activity programs. 

What was common in all these efforts? 
They were usually small ventures operated 
under a strong staff person committed to see- 
ing the process work, the head of the project 
spent time visiting the senior center and activi- 
ty sites and getting to know the adnunistrators 
and the site ambience. Also, the use of-dic 
community's media to spread tlie word about 
the venture and to recruit volunteers, and being 
flexible and responding to the desires of the 
seniors to learn about activities they liked were 
very important. 

The most difficuh barriers to overcome 
were the time and patience it took to nurture 
and coordinate a system of volunteers, getting 
appropriate and adequate refarals for such 
effons, and making suitable matches between 
the volunteer companions and the seniors 
wanting to retire. Additional barriers were 
encountered when the seniors did not have 
enough funds to participate in an activity, 
when they wanted to use programs in a build- 
ing that was not physically accessible, or when 
their social skills were not on a par with other 
program participants. 

What were some of the faaors that emerged 
as important characteristics of effective senior 
companion programs? We found 

• involvement of a key person as overseer, 

• use of volunteers or part-time staff, 

• accessible neighboihood senior center 
program or activity resources, 

• special attention to training and supervi- 
sion of volunteers/pait-time staff, and 

• individualized and mainstreaming ap- 
proaches. 

What were the key lessons learned? The 
foremost was that one cannot assume that an 
older person will automatically make use of 
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their retirement time and that programs used to 
help explore the use of available options 
proved helpful. Volxmteer-based programs are 
not easy to operate and involve a great deal of 
pre-planning and support. Senior companion 
programs aie often more normative because 
they provide an age-peer, work on a one- on- 
one basis, and provide a more meaningful 
basis for assimilation. And, most importantly, 
these programs use the natural resources of ^e 
person's neighboihood or community and offer 
an opportunity to that person to become more 
adept at making the best of the choices and 
options available to him or her. 



• Senior Center Ventures 

Senior center ventures aid an older person 
with a developmental disability to use a 
neighboihood or conmiimity senior center. 
The most common community resource avail- 
able under Older Americans Act programs is 
the conmiunity senior center. Attendance and 
use of senior centers varies around the country; 
overall about 10% of persons over the age of 
60 are frequent users of such programs. Se- 
nior centers are sites, often in neighborhood- 
use buildings such as surplused schools, 
church social halls or rooms, £q>aitment build- 
ings or senior housing units, neighborhood 
social centers, or even store fronts, that pro- 
vide a social setting that enable seniors to 
congregate, relax and socialize, and participate 
in various activities. Some are community 
social service centers with a racially and cul- 
turally diverse membership, others are more 
like "clubs*' with a less dissimilar membership. 
Many senior centers are also congregate meal 
sites; some are multipurpose and provide avo- 
cational activity, woiicshop, and physical exer- 
cise/fitness facilities. Some are simply a place 
to come and talk with friends, share a bever- 
age, watch television or read a newspaper. 

This type of integration activity generated 
the greatest number of examples. We found 
this to be true because many centers have 



already undertaken efforts to reach out to 
seniors with disabilities, while others have 
become the target of agency activities to pro- 
mote integration. The case studies we chose 
for inclusion in the Casebook are illustrative of 
the variety of activities that have been under- 
taken to aid older persons with developmental 
disabilities to use die facilities at their local 
senior centers. These are the most prevalent 
community integration efforts undertaken and 
as such offer the broadest variety of experi- 
ences. 

The ^proaches used to help seniors with a 
developmental disability use their community 
senior center varied considerably. Some 
worked to help the senior center become a 
more receptive environment. Others took steps 
to aid seniors with a developmental disability 
(singularly or collectively) become more famil- 
iar with one or more senior centers and be- 
come more at ease with using the centers. 
Still others found that the (xtly way they could 
get their "foot in the door" was to set up an 
enclave program. Some undertook their efforts 
with projea staff, others did staff sharing 
arrangements, and still others used a senior 
Mend or companion 2q)proach. Some tried 
formal arrangements, otiiiers went ahead on 
their own. Still others used a matchmaker or 
broker approach that paired seniors with the 
center most suitable to their interests and 
needs. 

The data we worked with were insufficient- 
ly detailed to assess what variable contributed 
to the use of enclave models versus individual 
assistance models. Although we suspea that 
there is no easy means to identify this variable, 
we can offer some speculative thoughts* Pfcr- 
h^s, it was a combination of the level of 
social sophistication of the seniors with a 
developmental disability and the ecological 
nature of the particular senior center that made 
the difference. Some of the experiences cited 
showed that mere contact among program 
administrators was sufficient to effea access 
and use, others involved a more complex set 
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of negotiations with the center's Boaid and the 
members themselves. We wonder, although 
the end was die same, whether opening the 
decision making process to diat level is war- 
ranted and pethaps inconsistent with various 
federal statutes (including the Older Americans 
Act and the Americans with Disabilities Act) 
that specifically authorize equal access. We 
were also not surprised that in some centers 
the agencies ran into significant opposition 
from the membership. Group dynamics being 
what they are, any new entry into a tight social 
system is not easily made by a group seeking 
entry when it is marked as different or possi- 
bly devalued. 

These varied ^proaches provided us with a 
richness of experiences from which to draw. 
We were pleased with the diversity as it 
proved that no one approach will work to the 
advantage of all seniors with a developmental 
disability, nor will it woric similarly in each 
effort undertaken by a single agency. We 
suspect that irrespective of whatever approach 
is tried, entering a community senior center 
will depend heavily upon the orientation of the 
staff involved, the nature and character of the 
seniors (both the seniors seeking entry and 
those who make up the membership), the 
agency's philosophy, and the resoiuces and 
supports provided. Tn our experience, we have 
observed many successful efforts occur with 
little or no financial support solely on the 
tenacity and commitment of one pen;on. In 
others, we have observed that "money talks," 
and that a senior center administrator becomes 
more receptive when cost-sharing or donations 
of funds or resources are involved. 

Of all the approaches we studied, this one 
has the least amount of common features. 
Perhaps, this is because of the heterogenous 
nature of senior centers and agency agenda. 
However, the common features that can be 
teased out include: an emptasis on preparing 
seniors who will be integrated on how to be- 
have, smoothing the way by getting agreement 
from the senior center management, guiding 



involvement in senior center activities that are 
of interest to the senior with a developmental 
disability, and using other seniors to help 
promote the social entry (either companions or 
key members at the center). 

Barriers encountered varied according to the 
type of venture. For example, with enclave 
models, staff sharing became a barrier when 
union or work rules conflicted within die par- 
ticipating agencies. Having a specific spac^ 
for the enclave program was both an asset and 
a barrier as it provided dedicated program 
space, but also tended to differentiate the par- 
ticipants. Irrespective of model, acceptance 
was affected by the behavior of the seniors 
v^th a developmental disability. As in any 
social setting, the seniors had to leam the 
"hidden rules" that governed interactions and 
other behavior in the centers. Thus, another 
barrier would be the lack of preparedness to 
act appropriately in the social situations pre- 
sented by the senior center* 

With individual integration models, smaU- 
ness sometimes became a barrier, in rural 
areas or small conmiunities, one or two seniors 
can blend in, but three or more may stand out. 
This same number would not be significant in 
an urban senior center with hundreds of users. 
Additionally, prejudice on the part of a center 
director can block the use of the agency for 
any number of seniors, as can injudicious use 
or incidents — as when a van load of seniors 
appears without preparation and causes disrup- 
tion with lasting adverse results. 

What were some of the factors that emerged 
as important characteristics of effective senior 
center ventures? We found 

• strong interest in use of senior center as 
integration site, 

• involvement of a key person as "spark" 
to get effort going, 

• low cost efforts, 

• special focus on training social skills and 
on social rules of center. 
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• receptivity^ by the aging network, 

• intcgration^f individuals or small group, 

• autonomy and self-sufificiency promoted 
among participants, 

• targeted involvement of other seniors, 
and 

• participation in center activities. 

What were the key lessons learned? Many 
of the efforts to use senior centers can be done 
at little or no cost. Such efforts go much 
further if you don't run into resistance on the 
part of the site managers or other seniors rou- 
tinely using the site. Although the force of 
law is behind your efforts, you do not score 
points by forcing people to accept one another. 
Volunteers, particularly other seniors, function- 
ing as senior friends can be a valuable re- 
source. Aiding individuals to be integrated 
into senior centers can be more effective than 
trying group integration. On the other hand, if 
nothing else will work then aiding a group to 
become site users is a workable device. 



• Social Model Site Programs 

Social model site programs provide a day 
service composed of activities and supervision 
for seniors with special needs. Adult day ser- 
vices - commonly tenned social model day 
care - provide a range of suf^rtive services to 
needy people who are elderiy or chronically 
impaired. Generally the focus is on aiding the 
family who is providing care for the person 
evening, overnight and weekends. These pro- 
grams [Movide respite for family members who 
may work or have other family responsibilities. 
However, such programs have recently become 
more of a focal point for supportive services also 
diiected toward the individual placed within 
them. In many localities, such programs are 
similar to day activity programs provided to 
younger age persons with developmental disabili- 
ties who do not qualify for a woik-oriented pro- 
gram or whose complexity or severity of disabili- 
ty is such that they require a period of habilit- 
ative care before moving on to another type of 
program. 



Such programs often offer a range of activi- 
ties that for seniors with a developmental dis- 
ability equate with varied retirement activities, 
particulaily for those seniors who need a more 
structured site than that of a senior center or who 
may have retired from elementary workshop 
activities. Many of the examples of senior pro- 
grams we received fell into this category of 
services. 

The types of activities that are offered and 
how the programs are operated vary broadly. 
We found a variety of approaches ranging from 
those that were set up to be ttie senior adult day 
care resource for their community and thus 
open to all seniors irrespective of type of im- 
pairment, to those that were set up as community 
retirement activity programs for Ae seniors with 
a developmental disal^ty. Some are run like 
senior centers with a potpourri of activities made 
available. Otters tend to take the day habilita- 
tion model and extend it to seniors, changing the. 
nature of activities to accommodate different 
lifetasks. We also found that program ausfnce 
varied. Some social model site programs are 
operated by aging netwoiic agencies and thus are 
open to a varies of older persons. Others arc 
operated by developmental disabilities agencies 
and predominantly serve seniors with develop- 
mental disabilities (although not in all cases). 

The conmion features? They relied on a 
greater staff-senior ratio; had admission and 
discharge policies; oftoi had individual program 
plans; were more stable for day-to-day users; 
built their budgets around a "caseload;'* and 
served a more {Aiysically or cognitively impaired 
clientele. These programs were less costly com- 
pared to programs for younger age individuals 
who are chronically impaired. Much bf what 
went on in the programs was a function of the 
agencies' i*ilosophy, agenda and commitment of 
resources. 

The most difficult barriers to overcome in- 
cluded reconciling the differences in approaches 
and perceptions to programming between the 
develqmental disabilities staff and staff of a 
social model site program, reticence on the part 
of developmental disabilities providers to offer 
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referrals aiid coordinate activities, resistance on 
the part of some parents or other family mem- 
bers to view the program as offering something 
worthwhile to a senior with a developmental 
disability, and when such programs are run by a 
develq>mental disabilities agency, resistance on 
the part of aging network agencies to have the 
seniors involved in some of their activities. 

What were some of the factors that emerged 
as important characteristics of effective social 
model site programs? We found 

• variability in design, including senior 
center, retirement program, activity center 
models, 

• special focus on individual rieeds and 
interests, 

• low cost efforts, 

• variable and flexible program content, 

• mixture of different kinds of persons, 

• involvement in conuntmity activities, and 

• cooperation between developmental dis- 
abilities and aging networks. 

What were the key lessons learned? Or^ 
major fmding was that programs such as these 
can be nm at a relatively low cost. Another 
finding was that the approaches taken within the 
programs can be varied and flexible depending 
upon the types of seniors being served. Such 
programs, when operated by a disability agency, 
can also become a resource for the greater com- 
munity, particularly among elderly individuals 
living at home and who have age-associated 
impairments. 



' Adult Day Health Model Programs 

Adult day health model programs are situa- 
tions that provide a day service composed of 
activities and supervision for seniors with special 
needs under the direction of a physician. The 
program is a variant on the adult day service 
model. These programs are similar to the social 
model programs with the exception that most 
funding comes from Medicaid, third party payor 
or fees, and admission is by a physician *s pre- 
scription. Because of this factor, services are 



more medically oriented, including health moni- 
toring, medication administration and review, 
specialized therapies, and nursing care. Activi- 
ties are often similar to those in sodal model 
programs. Because of the specialized nature of 
these programs extramural activities are generally 
not offered and integration is more a function of 
case mix. 

These programs exist in many coomiunities, 
although in not as great a number as the social 
model programs. Because of the nature of the 
services, many may serve seniors witti more 
severe levels of impairment or disability. Many 
also admit younger age persons with chronic 
physical or mental conditions as well as devel- 
opmental disabilities. 

The common features of adult day health 
model programs are similar to those of the social 
model site programs, with several exceptions. 
Many admit seniors who are more physically or 
cognitively impaired aiui provide more of a focus 
on healdi related services. These programs are 
rarely operated by developmental disabilities 
provider agencies, most are operated by health or 
other providers - depending upon the licensing 
laws of the state. In contrast to social model site 
programs, these programs are licensed and be- 
cause of their health related admission and ser- 
vice policies and requirements get a higher rate 
of reimbursement. 

The most difficult barriers to overcome in- 
cluded: dealing with inconsistencies between the 
regulations or requirements of the health system 
that licenses the program and the developmental 
disabilities system that is making referrals; hav- 
ing staff that are inexperienced with working 
with seniors with lifelot^ disabilities; getting 
referrals from mainstream developmental dis- 
abilities sources; and working out the differences 
in techniques and philosophies between the de- 
velofXiiental disabilities arxl health care systems. 

What were some of the factors that emerged 
as characteristics of adult day health model pro- 
grams? We found 

• participants mostly persons other than 
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those with developmental disabilities, 

• formal payment systems and higher 
costs, 

• stress on health related care and therapies, 

• intramural program focus, 

• program content dependent upon state 
regidations, 

• integration a function of case mix, and 

• participants generally may be more im- 
paired, frail, or elderly. 

What were the key lessons learned? Health 
providers, as they move to serve persons with 
develq)mental disabilities, find that they are 
entering a system with differing requirements. 
Program activities need to be designed to ac- 
commodate a variety of impairment levels and 
interests. Such program efforts are doable, but 
be careful to expose staff, used to working solely 
with persons whose primary need is health care, 
to habilitative technologies and knowledge about 
developmental disabilities. 

As more adult day health program providers 
become aware of elderly persons with lifelong 
disabilities within their commxmity, more will be 
seeking to admit them into their programs. Care 
must be taken that the medical/health orientation 
of these programs takes into account the needs of 
persons with developmental disabilities and that 
special consideration be given to training staff 
and administrators in developmental disabilities. 
Although these program may at times be most 
costly than other types of formal day programs, 
they provide an oi^rtunity for elderly persons 
with significant fiinctional impairments to receive 
a range of services and activities in a comfort- 
able day program environment under the super- 
vision of medical or health personnel. 



Parting Comments 

What did we glean from the case studies and 
the experiences of our community integration pro- 
ject? We would see this advice falling within 
three broad categories: how we use language, 
what are our values toward aging, and what is the 
political^licy climate of the community. We 
feel that ^1 these can substantially affect integra- 



tion efforts. A few c(Mnments about each of 
these. 



» Hew we use language. 

There is a difference betwewi the terms "ag- 
ing" and "growing older." There is also a dif- 
ference between the terms "geriatrics" and "ger- 
ontology." Aging is the physical process of bodi- 
ly and functional changes associated with pro- 
gression through the lifespan. Growing older 
involves the psychologic^ and social perceptions 
of ourselves, by ourselves and by otho^, as we 
age. C?erwrrtt:5 is that branch of medicine dealing 
with the maladies of old age. Gerontology is that 
branch of smdy that examines old age and its 
physical/sociaiyipsycholo^cal processes. 

As woricers enter the wcM-ld of woridng with 
older people they are often unsure of the language 
and concepts associated with it. In addition, 
many see old age ripe with infirmities and as a 
negative process, rather than another stage in the 
lifespan that often is associated with more ftee 
time and constructive involvemoit in recreatioiud, 
social and personally rewarding activities and a 
time for redefinition of one*s life-goals. TTius, 
many woricers remain fixed with coocepts that, 
rather than evoking wellness and acceptance, 
promote ill health and segregation. 

We know well that words evoke varied images 
and meanings, and, as effective marketers have 
long ago learned, to sell a product you must paint 
an enticing word picture. Not only is the market 
affected, but the imagery evoked by the words 
also restrict or broaden the workers who carry out 
the day-to-day tasks. For example, when we 
name a program the Center Gty Geriatrics Pro- 
gram we conjure up an image much different than 
when we name it the Center Oty Senior Center, 
Main Street Social Center, or the St. Adclbw*s 
Retirement Socie^. We do the same when we 
call the people using the program, "clients," 
"patients," "geriatrics," or any other form of clini- 
cal labelling. We can certainly just as adequately 
use terms like "people," "seniors," "membws," 
and the like. If it is not our intent to have the 
public (or the staff, or the users) perceive the 
seniors in a program as infirm, fragile, or incom- 
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petenu then why use tenns that conjure up such 
images? 

Another is how we characterize people. Clini- 
cal histories and records, important in school, 
training, or clinical settings, are not important in 
social settings. When making a referral to a 
program or making an introduction, is it important 
to loiow a person*s IQ, clinical history, diagnosis, 
or disabilities? The labeling process that we often 
engage in for younger age people is unnecessary 
in social settings for older people. 

Some situations may call for some impairment 
informaticm. Perhaps, if a communication dis- 
ability will impair getting along, telling someone 
that "Ms. Smitii has a hearing impairntenf* may 
be beneficial, but only if it is also done for other 
users or members of a senior center or program. 
This is not to say that knowing something about 
social or fimctional skills is unimportant But, 
saying 

"Afc- Smith is interested in coming a few 
days a week - she is interested in the 
cr(tfis program and in making new friends" 

is a much more powerful image than 

"Mary Smith, who has been in our retar- 
dation center for the past 20 years, is only 
mildly retarded, and needs a place to come 
once or twice week" 

All people have foibles. Don't focus on them, let 
the people sell themselves. 

Such factors also affect how staff perform and 
how creative they are in attempting new things. 
The prevailing language in a program can either 
restrict or open up the program. If die users are 
referred to in clinical terms ("clients," "patients," 
"geriatrics") then staff think in a way that pro- 
motes age-related pathology and look for limita- 
tions. If the language promotes dignity and the 
self-worth of Uie users, then staff will think in 
terms of their assets and operate with a "can do" 
attitude. 



» How we use the program philosophy and 
orientation. 

The program philosophy comes from the basic 
belief system related to our personal values and 
how we value the people with whom we work. 
Ask yourself, "What do you believe?" This in- 
cludes your own p^^son^ values toward indivi- 
duals with a disability and your own feelings 
about aging and old age. 

/ Are you comfortable with people with 
disabilities being involved in die life of 
your community? 

/ What type of words do you use to describe 
aging? How does it make you feel? 

/ What are your natiu'al reactions when you 
are around older people or people with dis- 
abilities in die community? 

This may seem like a fundamental issue, but it 
is surprising how many individuals wori:: as staff 
in programs serving people with disabilities who 
may not have a commitment to community inte- 
gration and full inclusion. 

Look around and get a sense of the prevailing 
values within your agency. Do the values pro- 
mote integration, age-ai^rc^riate language, digni- 
ty and autonomy among your clientele, and most 
of all, do they promote risk-taking? 

/ Is there a stated intent that the seniors in 
your program or who come for assistance 
will be integrated first, segregated last? 

✓ Is there a corporate commitment to en- 
abling you to negotiate and fully use the 
natural resources and amenities of your 
community? 

/ Is your program isolated or part of the 
greater community? 

✓ What are the visible signs of discriminating 
values within your building - are there 
segregated rooms for "staff' and "others?" 

Another consideration is the imderlying as- 
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sumptions of what old age means. With younger 
age persons with developmental disabilities we 
tend to use the developmental model as the un- 
derlying structure. We believe that new learning 
is a continuous mi that we arc always striving to 
promote ever greater independence and self-direc- 
tion capacities. With old age, some of these 
underlying beliefs beomie less relevant. Here we 
may adopt a different foundaticm. In gerontology 
there area several concepts that can help guide us. 

/ One is the notion of successfid aging. This 
is the capability of an oldor person to retain 
his or her ability to function as indepen- 
dently as possible in old age, by not need- 
ing to be institutionalized, by remaining 
competent in self-care abilities, by remain- 
ing physically csqpable, by being able to get 
about by oneself, and by maintaining one*s 
autonomy (see our manual. Building the Fu- 
ture, for moie information on this notion). 
The components of this notion can be built 
into the strategies that are used to provide a 
program or retirement experiences. 

/ Another nodon is that of productive aging. 
This notion centers more on accomplish- 
ments in old age, includmg worn, volun- 
teering, and actualizing personal goals and 
gains. For those seniors whose interests 
include work or other gainful activities, 
strategies can be developed that aid them in 
furthering or achieving these goals. The 
overriding theme is the promotion of inde- 
pendent, dignified, and productive Uves. 
This notion is also linked to how retirement 
occurs. In most situations, retirement 
should be self- defined and not rigidly 
prescribed by chronological age or situa- 
tion. 

/ Another notion, interdependence, is linked 
to the building of socialization skills and 
reciprocal reliance upon others. As v 'na- 
tional striving and social competitiveness 
become less cherished values with the 
progression of age, as people become more 
settled and m(K^ aware of the value of 
interdependent fiiendships, the development 
of socialization opportunities is an impor- 
tant program feature. The uses of various 



features (reminiscence, group discus^ons, 
shared activities, and the like) all ^>eak to 
fostering interdependence. 

These are important considerations. Among 
the program efforts we observed, we noted that 
those which were the most successful with using 
inclusionary activities were those that pnnnoted 
these efforts without restraints. They managed to 
convey both in language and i^osophical com- 
mitment a consistency within their activities. The 
program and activity strategies were age-appio- 
imate, ofiTered challrage and respect, showed an 
awareness of the developmental tasks of aging, 
and looked to novel and creative ways of helping 
people enjoy their lives. 



» Haw we use the environment. 

Environmental issues can take on many fea- 
tures; some include the attitude toward supporting 
aging program related efforts, others may include 
what collateral supports, such as training and 
public education, are available; still others look to 
how such efforts are seen and evaluated. First, 
some thoughts on the siq)port features. 

What is the environment like in which you are 
trying to function? One way to eke out what you 
have to contend with is to ask: 

/ What is the political climate in your area? 

/ Do the state mental retardation and devel- 
opmental disabilities agency and the state 
aging agency have a public policy commit- 
ment to [mxnoting and supporting com- 
munity integration? 

/ Is there an interagency agreement or have 
there been common budget allocations? 

/ Are you able to secure dedicated fundmg 
for senior retirement program efforts or aid 
in using senior centers and other similar 
resources? 

Included among our case studies are some 
examples showing how the "sparks** (those key 
individuals who seem to get things done) went 
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out of their way to engage policy makers and nail 
down financial commitments so that their efforts 
would succeed. This is not an easy endeavor and 
takes a great deal of personal initiative and com- 
mitment Integration efforts, we found, only seem 
to gel when the environment is such that siq)ports 
can be mustered and used. Ortainly, not all 
efforts need a formal structure; there are many 
success stories where someone woriced with virtu- 
ally nothing and built an enviable program or 
effort 

However, we have found that strategic efforts 
need forethou^t and planning. Althougjh finan- 
cial commitments may not always be forthcom- 
ing, policy and administrative commitments can 
usually be obtained. A corollary to this is the 
types of supp<^ you can call upon to aid you in 
preparing both the commxmity and your staff. 
Asking "Are there training and education 
resources avaikU)le that I can tap?" can often 
help produce unexpected allies. Many univer- 
sities and provider agencies have developed or 
provide training programs that focus on aging and 
developmental disabilities. Such a resource may 
be available m your area or, if not, there may be 
support for offering training in aging, senior ser- 
vices, integration practices, and the like to help 
more fully develop your staff from other places. 
In our companion handbook. Building the Future, 
we discuss many of the resources that can be 
tai^ped to provide for education and training, as 
well as expand upon what could be included as 
content or ^[nroaches. 

A second concern asks: what are basic crit^a 
for evaluating efforts directed at community inte- 
gration? This is a complex subject and we can 
only offer a quick observation. With the fu^st two 
types of efforts noted in the Casebook, bridging 
and system change efforts, the key s^pears to be 
the nature of the relati(xiship between the devel- 
opmental disabilities and aging networks and the 
freedom given to providers to try new ideas. 

With the next four, retirement assistance, pull- 
out, senior companion and senior center efifcxts, 
ibiCTc is a variety of a^roaches that can be used. 
However, we would propose that a possible key 
appears to be the degree of inclusion promoted 
and the care given to preparing the individual to 



assimilate with his or her peers or use conmiunity 
amenities. With regard to the last two, social and 
adult day health model ixx>grams, these represent 
more traditional models where people with im- 
pairments are served. With regard to asses^ng 
integration, the key rnay not be case mix, as the 
functional abilities or liabilities of the participants 
may be similar. From our observations, the key 
features appear to be the nature of the intramural 
activities and the extent of extramural activities. 



Lastly... 

What does the future have in store? The latter 
1990s will be an era of greater public acceptance 
of disabilities once public amenities conform with 
the provisions of the Americans with DisabiUties 
Act The 1990s, too, will be an era of policy 
maker recognition of the enormity of the coming 
seni<»' boom where one out of every five Ameri- 
cans will be an elderly person. These two phe- 
nomena will harmonize to make the environment 
that much more receptive for integration and 
inclusion efforts for seni<HS witfi lifelong disabil- 
ities. 

Unfortunately, the latter 1990s wiU also be a 
time of budget difficulties and a restructuring of 
values that will take tiiis nation into the next 
century. These conflicting, sometimes comple- 
mentary, forces will have to address the complex- 
ities of a nation with a growing older population, 
a pending "setuor boom," arxi a greater awareness 
of the inclusion of people with disabilities. 

These 38 case studies are but examples of the 
many efforts across the nation tiiat are being 
undertaken to make old age a fmer time for se- 
niors with developmental disabilities and promote 
the living of ordinary lives. Whetiier this comes 
to be will be due largely to advocacy and support 
of the Zffng networic It will also be due to learn- 
ing from the experiences of oAers. As one of our 
contributors noted, do things differently next 
time based upon what I learned from my experi- 
ences.'' It is our hope that Uiese integration expe- 
riences and our own parting comments will prove 
helpful in shortening the learning curve for the 
efforts yet to come. O 
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